
INTRODUCTION

Colonic cavernous hemangiomas, which are most
frequently localized in the rectum and the sigmo-
id colon, are encountered rarely. The most com-
mon symptom is painless, recurring rectal blee-
ding. If the hemangioma reaches a critical size, it

can cause diarrhea, abdominal cramps and intes-
tinal obstruction.

Hemangiomas can be capillary or cavernous type,
and 80% of rectal hemangiomas are cavernous
type. They can be solitary or multiple, and they
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Kavernöz hemanjiomlar kolonun nadir görülen lezyonlar› olup,
genellikle a¤r›s›z, rekürren kanama ile prezante olurlar. He-
manjiomlar kapiller ya da kavernöz tip olabilirler; rektal he-
manjiomlar›n % 80’i kavernöz tiptir. Ülseratif kolit rektumu ve
bazen de bütün kolonu tutan inflamatuar bir hastal›kt›r. Diya-
re, rektal kanama ve mukuslu d›flk›lama ülseratif kolitin bafll›-
ca özellikleridir. Olgumuz, rektumdaki soliter kavernöz heman-
jioma ba¤l› a¤r›s›z rektal kanamas› olan 61 yafl›nda bir erkek
hastad›r. Hastaya 2003 y›l›nda distal tip ülseratif kolit tan›s›
konulmufltu. Hasta, yeni bafllang›çl› parlak k›rm›z› renkli rek-
tal kanama ve mukus deflarj› flikayetleriyle baflvurdu¤u 2005 y›-
l› May›s ay›na kadar mesalazine tedavisi ile asemptomatikti.
Bu yak›nmalar›n bafllamas›na ra¤men, hasta halen günde bir
defa, normal vas›fta defekasyon tan›ml›yordu. Rektosigmoidos-
kopik incelemede mukozal hiperemi, ödem, granülarite ve  rek-
tumda 5 x 4 cm boyutlar›nda, hiperemik, frajil bir kitle lezyonu
saptand›. Kitlenin cerrahi eksizyonu sonras›nda yap›lan histo-
patolojik inceleme kavernöz hemanjiom ile uyumluydu. 5 x 4 cm
boyutlar›nda bir kavernöz hemanjiomun tespit edildi¤i rektos-
kopi ile, hemanjiom tespit edilmeyen bir önceki rektoskopi ara-
s›ndaki süre 6 ayd›r. Dolay›s›yla, kavernöz hemanjiomun h›zl›
büyüdü¤ü kan›s›na var›lm›flt›r. ‹ntralezyonel mikrohemoraji,
kavernöz hemanjiomlar›n h›zla büyümesine yol açabilir. Ülse-
ratif kolit inflamasyonla karakterize oldu¤undan, vasküler bü-
tünlü¤ü bozarak intralezyonel mikrohemorajiyi artt›rabilir. Bi-
zim hipotezimiz, ülseratif kolite ba¤l› inflamasyon zemininin
intralezyonel mikrohemorajiyi ve bu ko-insidental rektal kaver-
nöz hemanjiomun büyümesini h›zland›rm›fl olabilece¤i fleklin-
dedir. Bildi¤imiz kadar›yla, bu tür bir olgu literatürde ilk defa
bildirilmektedir.
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Cavernous hemangiomas are rare lesions of the colon that usu-
ally present with painless, recurrent bleeding. Hemangiomas
can be capillary or cavernous type, and 80% of rectal hemangio-
mas are cavernous type. Ulcerative colitis is an inflammatory
disorder that affects the rectum and, occasionally, the whole co-
lon. Diarrhea, rectal bleeding and mucous discharge characte-
rize ulcerative colitis. We present a 61-year-old man with pain-
less rectal bleeding due to a solitary cavernous hemangioma of
the rectum. He had been diagnosed with distal type ulcerative
colitis in 2003. He was asymptomatic under mesalazine treat-
ment until May 2005, when he presented with new onset bright
red rectal bleeding and mucous discharge, despite still defeca-
ting normal stools once a day. Rectosigmoidoscopic examinati-
on revealed mucosal hyperemia, edema, granularity, and a
hyperemic, friable mass lesion 5x4 cm in diameter in the rec-
tum. Following excision, histopathologic examination of the
mass was consistent with cavernous hemangioma. There was a
six-month period between the rectosigmoidoscopy in which the
cavernous hemangioma (5x4 cm in diameter) was detected and
the former rectosigmoidoscopy with no reported hemangioma.
Thus, this was considered a rapidly growing cavernous heman-
gioma. Intralesional microhemorrhages may cause rapid enlar-
gement of the hemangiomas. Ulcerative colitis is characterized
by inflammation, which may interfere with vascular integrity
and augment intralesional microhemorrhage. We postulate that
the inflammatory background of ulcerative colitis may have ac-
celerated intralesional hemorrhage and growth of this coinci-
dental rectal cavernous hemangioma. To the best of our know-
ledge, this is the only case of this sort in the literature.
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may also cause diffuse involvement of the gastro-
intestinal tract. Diagnostic tests for cavernous he-
mangiomas are endoscopic examination and angi-
ography. 

Ulcerative colitis is an inflammatory disorder that
affects the rectum, and the entire colon may also
be involved. The most common symptoms are di-
arrhea, rectal bleeding and mucous discharge. 

Lesion growth is accelerated by intralesional he-
morrhage in cavernous hemangiomas. The muco-
sal inflammation of ulcerative colitis may aug-
ment intralesional hemorrhage and growth of a
coincidental cavernous hemangioma.

CASE REPORT

A 61-year-old man was admitted in our clinic with
bright red rectal bleeding and mucous stools. He
had presented in 2003 with mucous diarrhea con-
taining bright red blood once or twice a day. The
colonoscopy had revealed mucosal hyperemia, ede-
ma, friability, and granularity in the rectum and
sigmoid colon, which were interpreted as distal
type ulcerative colitis. Biopsy findings were con-
sistent with the endoscopic diagnosis. His rectal
bleeding and mucous discharge had responded
well to mesalazine enema, which he had been
using for two years. His medical history included
systemic arterial hypertension and hyperlipidemi-
a, which were controlled with dietary measures,
and he had also undergone a hemorrhoidectomy
20 years ago. He was asymptomatic with once da-
ily mesalazine enema treatment until May 2005,
when he presented with new onset bright red colo-
red rectal bleeding and mucous discharge. He was
still defecating normal stools once a day, and rec-
tal bleeding was small in amount and dripping.
His physical examination was normal. His comple-
te blood count was normal, and his blood bioche-
mistry was normal except for a fasting blood glu-
cose of 140 mg/dl and a total cholesterol of 225
mg/dl. His erythrocyte sedimentation rate was 37
mm/hour and C-reactive protein was 43 mg/L (nor-
mal range in our laboratory: 0-6 mg/L). His stool
examination was negative for parasites, amoeba,
and Giardia. Wright staining revealed 1-2 leu-
kocytes in each field. Rectosigmoidoscopic exami-
nation revealed mucosal hyperemia, edema, gra-
nularity, scarce erosions, and a hyperemic, friable
mass lesion 5x4 cm in diameter in the rectum (Fi-
gure 1). Histopathologic examination of the biopsy
material obtained from the mass lesion was con-
sistent with prominent crypt distortion characteri-

zed by atrophy, mononuclear inflammatory cell in-
filtration in the lamina propria, focal cryptitis
with polymorphonuclear neutrophils and eosinop-
hils, and pronounced regenerative activity. Altho-
ugh no dysplastic changes were observed, close fol-
low-up with frequent biopsies was recommended
because of scarce p53 expression in the cryptic en-
dothelial cells. Histopathologic findings were in-
terpreted as ulcerative colitis showing signs of ac-
tivity. Although the histopathologic examination
of the mass lesion did not reveal any manifest ma-
lignancy, rapid growth of the mass and scarce p53
expression raised suspicion of a malignant tumor.
The mass was surgically excised, and was 5x4x2.5
cm and brownish black in color. The cross-section
of the mass consisted of vascular structures of va-
rious sizes containing hemorrhage. Histopatholo-
gic findings were consistent with cavernous he-
mangioma (Figure 2). 

Rectal bleeding and mucous discharge disappea-
red after the excision. In the follow-up period, re-
peat rectosigmoidoscopy revealed mild hyperemia,
edema, granularity, friability with the touch of the
endoscope, and internal hemorrhoids. Histopatho-
logy revealed prominent atrophy in the crypts,
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FFiigguurree  11..  Rectosigmoidoscopic image of the cavernous heman-
gioma.



crypt distortion, and mononuclear inflammatory
cell infiltration in the lamina propria with rare
polymorphonuclear leukocytes; findings were con-
sistent with ulcerative colitis in the inactive pha-
se. The patient is currently under follow-up, and is
asymptomatic 18 months after surgery.

DISCUSSION

Vascular lesions of the colon are classified as be-
nign or malignant lesions. Benign lesions are ca-
pillary and cavernous hemangiomas. Colonic ca-
vernous hemangiomas are rare lesions, most fre-
quently localized in the rectum and the sigmoid
colon (2). They were first described by Phillips in
1839 (3). The most common symptom is painless,
recurring rectal bleeding. If the lesion reaches a
critical size it can cause diarrhea, abdominal
cramps and intestinal obstruction (4,5). Caverno-
us hemangiomas of the colon present with rectal
bleeding in more than 75% of the cases. Bleeding
may be occult or massive; it is episodic and frequ-
ently occurs in the early stages of life. They can
mimic internal hemorrhoids, ulcerative colitis,
and cancer because of intermittent rectal bleeding
(6).

Hemangiomas are rare lesions of the colon (6). Di-
agnostic tests for rectal hemangioma are endoscopic
examination, in which biopsy material is obtained
for histopathologic examination, and angiography.
Biopsy is related to risk of bleeding, which may ra-
rely necessitate emergency surgery. It has been re-

ported that 28.6% of patients with known or suspec-
ted cavernous hemangiomas develop massive blee-
ding (7). Phleboliths and displacement or distortion
of the rectal air column are characteristic plain X-
ray findings. In endoscopic examination, red nodu-
les elevated from the mucosal surface and vascular
congestion are observed, and ulcerations and proc-
titis may also be seen. Angiography confirms the di-
agnosis of hemangioma, and visceral angiography
is useful for ruling out coincidental hemangiomas
elsewhere in the gastrointestinal tract.

Hemangiomas can be capillary or cavernous; 80%
of rectal hemangiomas are of cavernous type. He-
mangiomas can be solitary or multiple, even the
whole gastrointestinal tract may be diffusely in-
volved. Differential diagnosis includes internal he-
morrhoids, inflammatory bowel disease, carcino-
ma, and various other pathological conditions
(5,6,8). Jeffery et al. (9) reported a series of pati-
ents, 80% of whom had undergone at least one
inappropriate surgical procedure because of incor-
rect diagnosis until the diagnosis of rectal heman-
gioma was established. Hence, choosing the ap-
propriate tests for the diagnosis of cavernous he-
mangioma is of utmost importance. The characte-
ristic appearances in the barium X-ray are well
defined but non-specific (10). Mesenteric angiog-
raphy is a useful but invasive method and the le-
sion may appear hypovascular or hypervascular
depending on whether or not the lumen of the he-
mangioma is thrombosed (11).   Radiologically vi-
sualized phleboliths are present in 50% of adults,
rarely in children, and are an important clue in di-
agnosis (12). Endoscopy is the method of choice for
diagnosis (13). Although proctosigmoidoscopy may
be adequate for establishing the diagnosis in some
cases, a definite diagnosis usually requires a bi-
opsy despite the risk of hemorrhage. Computed to-
mography is a non-invasive technique that may vi-
sualize phleboliths that a plain X-ray can miss
(14). In addition, computed tomography gives im-
portant information about the dimension of longi-
tudinal bowel involvement, the degree of bowel
wall thickening, involvement of the adjacent pel-
vic viscera, and the number and vascularity of le-
sions (15). Magnetic resonance imaging (MRI) can
also be used for diagnosis; rectal surface coil MRI
gives more detailed information regarding the five
layers of the bowel wall and anal sphincter musc-
les when compared to conventional MRI (16).

Rectal hemangiomas are rare lesions and they are
often misdiagnosed because they may mimic inf-
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FFiigguurree  22..  Cavernous hemangioma formed by congested and di-
lated vascular structures (hematoxylin & eosin, x 40).



lammatory bowel disease, internal hemorrhoids,
carcinoma, and various other pathological conditi-
ons.

There was a six-month period between the recto-
sigmoidoscopy in which we detected the cavernous
hemangioma and the former rectosigmoidoscopy
with no reported hemangioma. Therefore, it was
decided that the cavernous hemangioma was a ra-
pidly growing one, with a diameter of about 5x4
cm. To the best of our knowledge, such rapid
growth and concurrence with ulcerative colitis has
not been previously reported for a cavernous he-
mangioma. Surgical excision of the cavernous he-
mangioma resulted in remission of bleeding and
mucous discharge, and the patient is currently
asymptomatic with mesalazine enema treatment
for his ulcerative colitis. The recurrence of blee-
ding and mucous discharge in a patient who is in
the remission phase of ulcerative colitis must
bring to mind the possibility of concurrent caver-
nous hemangioma. In this setting, proctosigmo-
idoscopy is often necessary for discrimination of
activation of ulcerative colitis from a coexisting
rectal cavernous hemangioma. Biopsy may be re-
quired to discriminate the cavernous hemangioma
from carcinoma and other polypoid lesions. 

Our patient’s hemangioma reached a diameter of
5x4 cm over six months. This rapid growth was
misleading because it raised suspicions of an ag-
gressive tumor, before the histopathology revealed
a cavernous hemangioma. The growth of caverno-
us hemangiomas has been attributed to the higher

tendency of intracranial cavernous hemangiomas
to undergo repeated intralesional microhemorrha-
ge. The breakdown products of microhemorrhage
may promote formation of leaky vessels, which le-
ads to further hemorrhage and a vicious cycle of
growth (17, 18). Ulcerative colitis may contribute
to repeated intralesional microhemorrhage becau-
se of colonic mucosal inflammation. Also, endothe-
lium of the hemangioma shares molecular phe-
notype with blood cells. LMO2 is a transcriptional
regulator that plays an important role in angioge-
nesis. It is logical to postulate that LMO2 may
play a role in the pathogenesis and proliferation of
hemangiomas. LMO2-associated protein comple-
xes could regulate angiogenesis (19). The endothe-
lia of hemangiomas may express various markers
to escape the immune surveillance. Recent rese-
arch reported that CD8+ T cells in hemangiomas
and the endothelia of hemangioma uniquely ex-
pressed leukocyte marker Fcgamma receptor IIb
(FCgammaRII) (20). An immune response may be
one of the mechanisms for hemangioma prolifera-
tion in concurrence with the ulcerative colitis. 

In conclusion, we hypothesize that mucosal inf-
lammation associated with ulcerative colitis may
have contributed to intra-lesional microhemorrha-
ge and the unusually rapid growth of the coinci-
dental rectal cavernous hemangioma in this pati-
ent. Cavernous hemangioma is a rare entity, and
it should be considered in the differential diagno-
sis of rectal bleeding in patients with ulcerative
colitis who are in the remission phase.
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