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ABSTRACT
Although hemangiomas are among the rarest causes of lower gastrointestinal bleeding, they should be considered in young adults with
recurrent, painless gastrointestinal bleeding. We present a case report of a 37-year-old man with a 2-month history of intermittent rec-
tal bleeding who had a single large hemangioma in the sigmoid colon, successfully treated with elective laparoscopic sigmoid resection.
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H
emangiomas of the gastrointestinal (GI) tract are
uncommon benign vascular lesions that generally
affect the rectosigmoid junction.1 They can affect
any age group but are more common in young

adults, often in their third decade of life.2–4 These lesions are
a rare but important cause of lower GI hemorrhage. Here we
present the case of a man who presented with GI bleeding
secondary to a large cavernous hemangioma.

CASE REPORT
A 37-year-old man with no past medical or past surgical

history presented to his primary care physician with 2 months
of intermittent rectal bleeding. He reported passing large
amounts of fresh blood with his bowel movements and also
complained of mild left lower quadrant abdominal pain. Fecal
occult blood testing was positive. There was no evidence of
anemia or other laboratory abnormalities on biochemical evalu-
ation. Computed tomography (CT) of the abdomen and pelvis
demonstrated an eccentric, mass-like thickening of the mid-sig-
moid colon containing enhancing vascular structures and
ectopic phleboliths without evidence of obstruction (Figure 1a).

The patient was referred to the colorectal surgery service. A
colonoscopy revealed a large hemangioma in the sigmoid colon.
An elective laparoscopic sigmoid resection was then done (Figure
1b, 1c). The patient tolerated the procedure well and was dis-
charged home on postoperative day 3. Final pathology demon-
strated a cavernous hemangioma with submucosal, muscularis

propria and pericolic adipose tissue involvement, but no involve-
ment of any margins (Figure 1d). A repeat CT scan obtained for
persistent abdominal wall pain 7 weeks after surgery showed no
acute abnormalities. The patient continued to do well 3 months
postoperatively, with no recurrent episodes of bleeding.

DISCUSSION
Colon hemangiomas are among the rarest tumors of the

lower GI tract. Among GI hemangiomas, cavernous hemangio-
mas are the most common type. Eighty percent of hemangio-
mas are symptomatic, and the most common clinical feature is
GI bleeding.3,5 The bleeding is generally painless and recurrent.
Recurrent episodes of painless bleeding can occur in 60% to
90% of cases.6 Cavernous hemangiomas have the potential for
massive hemorrhage due to their greater size and blood vol-
ume.1 Hemangiomas can also contain phleboliths, which are
calcified well-circumscribed densities seen in 50% of cases.7

The recommended treatment of cavernous hemangioma of
the GI tract is surgical resection. This can be achieved via a lap-
aroscopic, robotic, or open approach. Nonoperative therapy is
limited. Local control of bleeding has been described, but has
had limited success. Ligation of the arteries feeding the lesion
has been attempted, but this technique appears unreliable as
subsequent bleeding has occurred.8–10 There have been case
reports of successful endoscopic management. In one case, a
small, pedunculated hemangioma was managed endoscopically
using snare polypectomy and electrocautery.10
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Recent large retrospective reviews have evaluated the role
of endoscopy in young patients. One study evaluated endos-
copy reports of 9,098 young patients with outlet bleeding,
suspicious bleeding, hemorrhage, and occult bleeding. In
patients with classic outlet bleeding, defined as bright red
blood after defecation with no family history of colorectal
neoplasia or change in bowel habits, the yield of a complete
diagnostic colonoscopy was low. Only 6.7% of patients with
classic outlet bleeding had lesions seen on colonoscopy.
Younger patients with outlet bleeding had a particularly low
yield on colonoscopy, as only 3/703 (1.6%) had adenomas
>1 cm, and no invasive cancers were detected. Notably,
hemangioma was not recorded as a cause of bleeding in any
of the 9,098 patients.11 Another retrospective study reviewed
the results of 361 patients who underwent colonoscopies for
hematochezia and found that the most common cause was
hemorrhoids (69.6%). Again, hemangiomas were not
recorded as a cause of bleeding.12 CT can be considered a
key diagnostic adjunct, as wall thickening and extraluminal
extension of any masses seen on colonoscopy can be accur-
ately evaluated prior to surgical intervention.7

Despite the rarity of colorectal giant hemangiomas, they
should be considered in any young adult patient presenting
with recurrent, painless lower GI bleeding. Colonoscopy
should be considered due to the potential for massive hemor-
rhage, despite the low likelihood of significant pathology
being identified in this patient population.11,12
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Figure 1. (a) CT of the abdomen and pelvis demonstrating a 7.2� 5.6� 2.6 cm eccentric, mass-like thickening of the mid-sigmoid colon containing enhanc-
ing vascular structures and ectopic phleboliths without evidence of obstruction. (b) Intraoperative findings of a large hemangioma of the sigmoid colon. (c)
Surgical specimen from the elective laparoscopic sigmoid resection. (d) Final pathology showing a cavernous hemangioma with submucosal, muscularis propria,
and pericolic adipose tissue involvement.
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