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GASTRIC GLOMIC TUMOR: A CASE REPORT
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ABSTRACT

Gastric glomic tumor is a rare type of subepthelial
mesenchymal tumor, arising from the neuromyoarterial
glomus, an arteriovenous anastomosis that works without the
intermediary capillary, usually located in the skin, being
responsible for its thermoregulation. It appears in the
extremities and the stomach is described as a rare site for
these tumors clinically recognized as benign, but some show
a biological behavior like those of malignant origin. We
report the case of a male patient in a private office with a
recent-onset dyspeptic syndrome, with heartburn as a
symptom. The main differential diagnosis was made with the
GIST, which cannot exclude their malignant potential, an
adequate follow-up of these patients was necessary,
concluding that case reports are necessary for a better
understanding of the gastric glomus tumor, which is a rare
entity, difficult to differentiate from other submucosal
tumors, being the histopathological and
immunohistochemical study essential for its differentiation.
Surgical resection is the definitive treatment.

KEYWORDS: Gastric glomus tumor, dyspeptic syndrome,
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1. INTRODUCTION

Gastric glomic tumor is a rare type of subepithelial
mesenchymal tumor, arising from the neuromyoarterial
glomus, an arteriovenous anastomosis that works
without the intermediary capillary, usually located in
the skin, being responsible for its thermoregulation. It
appears in the extremities and the stomach is described
as a rare site for these tumors®.

The glomus of this tumor, whose function is to
regulate blood circulation and body temperature,
consists of an afferent arteriole, an anastomotic vessel
called the Soucquet-Hoyer canal, surrounded by
smooth muscle fibers, an efferent vein, nerve fibers and
peripheral capsule?.

This type of tumor has been described as a benign
lesion. Its most common location is in the hand, in the
subungual region, but it is found in other places, 65%
are found under the nails and, sometimes, bilateral?.
These tumors are more common among women
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between 50 and 60 years of lifel.

It is usually located in the sublingual region, but
can rarely be found in the trachea, mediastinum, lung,
bladder, skeletal muscle tissue and soft tissue. Its
gastric presence is rare and only isolated cases are
reported. The most frequent clinical manifestation is
upper digestive bleeding due to tumor ulceration; other
symptoms described are dyspepsia, abdominal pain and
pyloric obstruction, upper digestive hemorrhage,
postprandial fullness, dyspepsia, vomiting and rarely
weight loss®. Sporadic cases of malignant glomus
tumor with the presence of distant metastases have
been reported®.

Endoscopically, it is a solitary nodule in the antrum
or prepyloric space, commonly in the greater curvature,
damaging the submucosal or muscular layer itself.
They are clinically profiled as benign, but some
indicate biological behavior analogous to those of
malignant origin, with the capacity to invade,
metastasize and recur, when larger than 5 cm®, and may
affect cervical blood vessels, cranial nerves and the
autonomic nervous system, with incidence of
1:30.0006.

In morphology they are like rounded, uniform and
hypervascularized cells. In immunohistochemistry, they
are positive for a-SMA, calponin, laminin, vimentin,
type IV collagen and negative for desmin®. The main
differential diagnoses of gastric glomus tumor are
carcinoid tumors, GIST (gastrointestinal stromal
tumor), paraganglioma, leiomyoma and
hemangiopericytoma®s.

The theme is justified by the need for
understanding, for subsequent application of the
appropriate diagnostic methods and their therapeutics,
aiming at a case report of gastric glomus tumor, with a
literature review, exposing the diagnostic methods and
therapeutics used in the service in patients with gastric
glomic tumor in a particular office.

This article will report a case of Glomic Gastric
Tumor that occurred in private care in Valenca-RJ,
correlating clinical data and conduct with others found
in the literature.
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2. CASE REPORT

A 48-year-old male case is presented, weighing 88
KG with a personal pathological history of dyspeptic
syndrome of recent onset, who was seen in an office on
10/23/2019. At the consultation, he indicates that he
obtained relief with the use of omeprazole, reporting
other previous episodes of lesser intensity.

The patient has a previous pathological history to
vasectomy, is unaware of drug allergy and drug use.
Denies family comorbidities

Her family history indicates that the father died
from carcinomatosis and the mother from cancer with
an unknown focus. He denies a history of peptic ulcers
and his social history denies alcoholism and smoking.
The examination indicated good general condition.
Colored, hydrated, anicteric, acyanotic and afebrile.
Her blood pressure was 120/80 mmg, with a heart rate:
80 bpm and a respiratory rate of 20 bpm. Her abdomen
was saggy, peristaltic, and painless. Do not palpate
masses or visceromegaly. The pulmonary and cardiac
apparatus showed no changes

On 11/06/2019, he returned to the office with the
result of the Upper Digestive Endoscopy, which
presented a subepithelial lesion of the antrum, the
patient was asymptomatic, for this reason the doctor
requested an ultrasound endoscopy.

On 02/28/2020, the patient came to the office with
the result of the Ecoendoscopy, indicating a 20.9 mm
subepithelial lesion restricted to the muscle layer, the
doctor considered the hypothesis of leiomyoma or
GST, but required immunohistochemistry as a
differential diagnosis.

On 03/11/2020, he presented himself again with the
laboratory results that indicated Leukocytes: 4500,
Platelets: 225000, Creatinine: 1.0, Glucose: 96, K: 3.4,
Cholesterol: 223, Glucose: 132,  Uroculture:
NEGATIVE

Based on the results of the immunohistochemistry,
the physician diagnosed a glomus tumor and
considered continuing the treatment in 6 months, a
period given for monitoring the growth or not of the
glomus tumor.

The patient in question addressed in this study after
being guided by the assistant physician about the
surgical treatment that consisted of partial gastrectomy
to remove the lesion, this being a definitive and
curative treatment. Decides not to undergo surgical
treatment at first. The patient is then under outpatient
follow-up in a way that has been maintained with
clinical consultations and serial imaging tests to date.

Complying with the ethical precepts of Resolution
196/96 for research with human beings, the project was
submitted and approved by the Ethics and Research
Committee of the Faculdade de Medicina de Valenga.

3. DISCUSSION

In this article, the gastric glomic tumor is discussed,
which is a rare benign tumor originating from modified
smooth muscle cells of the glomus body, which is a
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neuromyoarterial structure that intervenes in the
regulation of peripheral body temperature and in the
control of arteriolar blood flow"2,

In turn, authors®!® define it as a benign tumoral
lesion, located in the digital pulp and subungual region,
and the literature mentions rarer locations, such as the
central nervous system, stomach, liver, mediastinum,
trachea, lungs, bones, joints, and organs genitals.

Due to the diversity of glomus bodies in our body,
tumors of these structures can be found in various
locations, being reported in the subungual region and
more rarely in other regions such as liver, stomach,
lungs, bones, joints, genitals, central nervous system,
and blood vessels according to teaching*2,

According to otherst®4, its formation encompasses
nerve fibers, muscle cells and vascular components and
for this fact it was called glomangioma, which is a rare
tumor, representing less than 2% of soft tissue tumors.

Studies®'® indicate that this tumor is located
preferentially in the skin and in the subcutaneous
cellular tissue, with primacy in subungual beds. Cases
in bones and joints, skeletal muscle, mediastinum,
trachea, kidney, uterus, vagina, and gastrointestinal
tract are described.

The gastric presentation of glomus tumor is rare,
representing 1% of gastrointestinal stromal tumors.
Most are benign tumors, even though malignant tumors
have been reported in only 1% of the diagnosed glomus
tumors, with metastases in the liver, brain, kidney, and
skin, according to articles!®!” and according to the case
presented.

In a review of surgical specimens® resected for
gastric mesenchymal tumors, they indicated that only
0.58% of cases are of glomus tumor. The glomus
tumors in the stomach are usually located in the
antrum, are usually single and measure between 2 and
2.5 cm, with an allusion that the size for suspected
malignancy is greater than 5 and 10 cm, as shown by
the figures presented in the case report.

Miettinen et al. (2002)® found a difference in the
malignant behavior of deep glomus tumors of the
extremities in relation to gastric tumors. In the case of
soft tissue tumors, the size above 2 cm has malignant
potential, while in the gastric tumors most have a size
above 2 cm, but the behavior is benign.

Therefore, other studies’*!® indicate a size above
5cm for those of gastric origin as a potential for
malignancy, and the number of mitoses does not
influence the malignant potential in large tumors. The
main differential diagnosis is made with GISTs, with
glomus tumors being responsible for 1% of this entity,
as demonstrated by the examination requests in the
case report.

According to Chong et al. (2009)* and Fujioka et
al. (2009)?°, the clinical history of its appearance
includes some type of trauma. Pain is shared by all
sufferers. Initially it is tame, but over time it becomes
intense and unbearable. There is a periodicity between
pain episodes, but as the disease progresses, the
frequency of pain increases. The time of appearance is
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usually at night, preventing the patient from sleeping.
One of the theories to explain the intense pain is based
on the expansion of the tumor, as it is restricted to a
pseudocapsule, its growth is hampered, with necrosis
of central cells and replacement by connective tissue.
Another theory is the location of this tumor in the
myoneural plate.

Another author'® states that the clinical
manifestations are changeable, ranging from
asymptomatic cases to dyspeptic symptoms, chronic
anemia, epigastric pain, nausea and/or vomiting or
acute digestive bleeding. It occurs in men and women
with a ratio of 1:1.6 and a median age of 45 years,
which was corroborated by Castro et al. (2016)* The
clinical case presented indicates that the patient has
dyspeptic syndrome of recent onset, corroborating what
was mentioned by the authors.

Diagnosis is usually early due to pain, but the
literature indicates cases with 40 years of evolution. As
for the histopathological diagnosis, some authors
suggest that cellular atypia comes from the
accumulation of heterochromatin linked to DNA
inactivation. Capillarity is increased, its local
architecture in the arrangement of tumor cells is
performed with uniform size and shape, and a cellular
uniformity of the base indicates its diagnosis. It should
be noted that, when diagnosing a glomangioma,
another one never goes unnoticed by the examiner, due
to its characteristics. Glomus tumors are rare, and their
diagnosis can be difficult, since the presentation does
not include the 3 classic symptoms of intense and
disproportionate  pain,  paresthesias and cold
intolerance, as understood by Fujioka et al. (2009)%. In
the case report, it was shown that the diagnosis was
early, as the patient presents heartburn as a symptom.

Kato et al. (2015)7 'ndicate that its endoscopic
diagnosis is problematic, being generally observed as
submucosal lesions, indistinguishable from
gastrointestinal stromal tumors (GITS), leiomyomas,
lipomas, ectopic pancreas, and carcinoid tumor, due to
its submucosal origin, the biopsy obtained by the
endoscopic method conventional is not favorable for
the diagnosis, which was confirmed'. This
understanding is corroborated by what was presented in
the case report, by the requests made by the physician.

Kato et al” further explains that imaging techniques
are not useful for the differential diagnosis of these
tumors. Most reported cases are diagnosed by
histological study of the surgical sample. But EUS-
guided fine needle aspiration biopsy (EUS-FNA) is
beneficial in the preoperative diagnosis of gastric
glomus tumor.

The histological study of this type of tumor,
according to teachings® indicates uniform, small,
round, or polygonal cells, with highly visible cell
membranes. The definitive diagnosis is based on an
immunohistochemical study, with positivity for smooth
muscle actin, calponin, h-Caldesmon and negative
desmin. The definitive treatment is surgical, which was
ratified?:
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In 1980, Schick et al. (1980)% reported the first
successful embolization of a glomus tumor followed by
surgical removal. Embolization of the occipital and
posterior auricular arteries and the thyrocervical trunk
was performed; post-embolization arteriography
showed a 30% decrease in tumor size, corroborated by
the literature®®

As an option to arterial embolization®2, they
indicate that direct puncture of hypervascularized
tumors is safe. Even though embolization is not a
definitive treatment, the literature indicates that tumor
removal is more accurate after embolization, due to the
devascularization of the neoplasm, reducing
intraoperative bleeding and allowing for better
visualization of adjacent structures, avoiding damage to
them, and confirming the plan of cleavage. The cooling
of intraoperative bleeding and greater ease of
dissection were noted by the authors.

Only pathological anatomy gives the definitive
diagnosis. The indicated treatment is complete surgical
excision, which is usually possible due to its superficial
and well-defined location, with cure rates higher than
95% of cases. The relapse rate of the glomus tumor
varies from 1% to 33%, depending on the series
analyzed. The treatment can also be by laser technique,
being applied in cases of multiple glomangiomas, but
there can be implantation of tumor cells due to rupture
of the capsule, with implantation of a new tumor,
presenting an average recurrence of 13.3%. Tumor
removal leads to immediate symptom relief and
complete pain resolution according to other authors'
understanding4.

When recurrence occurs in the early postoperative
period, it is believed to be the result of incomplete
excision. When it occurs late, it is understood that it is
due to the development of a new glomic tumor or to the
non-recognition of other lesser tumors in the first
operative period. After excision, and if no
complications are observed, a complete remission of
symptoms is expected from the patient, as understood
by the above authors'4.

4. CONCLUSION

Case reports such as this one is necessary for a
better understanding of the gastric glomus tumor,
which is a rare entity, difficult to differentiate from
other submucosal tumors, and the histopathological and
immunohistochemical study is essential for its
differentiation. Surgical resection is the definitive
treatment. EUS-FNA is useful for preoperative
diagnosis.

Even though most gastric glomus tumors are
benign, their malignant potential cannot be excluded,
always bearing in mind the differential diagnosis of
gastric submucosal lesions. Its treatment is surgical,
and a routine follow-up of these patients is necessary.

5. REFERENCIAS

[1] Wang, Z. B, Yuan, J., & Shi, H. Y. Features of gastric
glomus tumor: a clinicopathologic,

Openly accessible at http://www.mastereditora.com.br/bjscr



http://www.mastereditora.com.br/bjscr

Monteiro et al. / Braz. J. Surg. Clin. Res.

[2]

(3]

(4]

(5]

(6]

[7]

(8]

(9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

immunohistochemical and molecular retrospective
study. International journal of clinical and experimental
pathology. 2014; 7(4):1438.

Ferrante, A. M. R., Boscarino, G., Crea, M. A., Minelli,
F., & Snider, F. Cervical paragangliomas: single centre
experience with 44 cases. Acta Otorhinolaryngologica
Italica. 2015; 35(2):88.

Chen, K. B., & Chen, L. Glomus tumor in the stomach:
a case report and review of the literature. Oncology
Letters. 2014; 7(6):1790-1792.

Lee, W., Kwon, S. B., Cho, S. H., Eo, S. R., & Kwon,
C. Glomus tumor of the hand. Archives of plastic
surgery. 2015; 42(3):295.

Tang, M., Hou, J., Wu, D., Han, X. Y., Zeng, M. S., &
Yao, X. Z. Glomus tumor in the stomach: computed
tomography and endoscopic ultrasound findings. World
Journal of Gastroenterology: WJG. 2013; 19(8):1327.
Naik, S. M., Shenoy, A. M., Halkud, R., Chavan, P,
Sidappa, K., Amritham, U, & Gupta, S.
Paragangliomas of the carotid body: current
management protocols and review of literature. Indian
journal of surgical oncology. 2013; 4(3):05-312.

Kato, S., Kikuchi, K., Chinen, K., Murakami, T., &
Kunishima, F. Diagnostic utility of endoscopic
ultrasound-guided fine-needle aspiration biopsy for
glomus tumor of the stomach. World Journal of
Gastroenterology: WJG. 2015; 21(22):7052.

Gonzalez, S. T., Garibay, A. R., & Garcia, C. L. Tumor
glémico atipico. Revision de la literatura a proposito de

un caso. Dermatologia Revista Mexicana. 2006;
50(3):109-114.
Taube, M. B., Salles, M. J., Carbonari, M. F,

Vergnanini, A. L., & Kato, M. V. Tumor glomico
solitario de localizacao rara. Diagnostico diferencial
com sindrome de Parsonage-Turner. Rev. Bras.
Reumatol. 1984; 223-5.

Gama, C., & Franga, L. C. Nerve compression by
pacinian corpuscles. The Journal of hand surgery. 1980;
5(3):207-210.

Carlinfante, G., Zizzo, M., Giunta, A., Ronzoni, R.,
Azzolini, F., & Pedrazzoli, C. Glomus Tumor of the
Stomach: Gl Image. Journal of Gastrointestinal
Surgery: Official Journal of the Society for Surgery of
the Alimentary Tract. 2016; 21(6):1099-1101.
Diaz-Zorrilla, C., Grube-Pagola, P., Remes-Troche, J.
M., & Ramos-De la Medina, A. Glomus tumour of the
stomach: an unusual cause of gastrointestinal bleeding.
Case Reports, 2012, bcr2012007391.

Fletcher, C. D., Unni, K., & Mertens, F. World Health
Organization classification of tumours. Pathology and
genetics of tumours of soft tissue and bone. IARC
press. 2002.

Lozoya-Gonzalez, D., Angulo-Molina, D., Canchola-
Aguilar, M. G., Salceda-Otero, J. C., Rosales-Lopez,
E., & Posada-Torres, J. A. Glomangioma gastrico,
diagndstico diferencial de tumores del estroma
gastrointestinal. Revista de Gastroenterologia de
Meéxico. 2018; 83(1):72-74.

Bansal, N., & Roychoudhury, A. Gastric Glomus
Tumour-A Rare Case Report. JKIMSU. 2018, 7(1):111-
14.

Fan, Z., Wu, G., Ji, B., Wang, C., Luo, S., Liu, Y., &
Yuan, J. Color Doppler ultrasound morphology of
glomus tumors of the extremities. Springerplus. 2016;
5(1):1-6.

Ebi, M., Sugiyama, T., Yamamoto, K., et al. A gastric
glomus tumor resected using non-exposed endoscopic

BJSCR (ISSN online: 2317-4404)

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

V.37n.1,pp.31-34 (Dez 2021 — Fev 2022)

wall-inversion ~ surgery.  Clinical
gastroenterology. 2017; 10(6):508-513.
Miettinen, M., Paal, E., Lasota, J., & Sobin, L. H.
Gastrointestinal glomus tumors: a clinicopathologic,
immunohistochemical, and molecular genetic study of
32 cases. The American journal of surgical pathology.
2002; 26(3):301-311.

Chong, Y., Eom, M., Min, H. J., Kim, S., Chung, Y. K.,
& Lee, K. G. Symplastic glomus tumor: a case report.
The American journal of dermatopathology. 2009;
31(1):71-73.

Fujioka, H., Kokubu, T., Akisue, T., et al. Treatment of
subungual glomus tumor. Kobe J Med Sci. 2009; 55(1):
E1-E4.

Tapia, O. Tumor glémico gastrico: presentacion de un
caso. Revista chilena de cirugia. 2016; 68(5):341-342.
Schick, P. M., Hieshima, G. B., White, R. A., Fiaschetti,
F. L., Mehringer, C. M., Grinnell, V. S., & Everhart, F.
R. Arterial catheter embolization followed by surgery
for large chemodectoma. Surgery. 1980; 87(4):459-464.
Maia, M., Vidoedo, J., & Pinto, J. A. Embolizagéo pré-
operatoria de tumor do corpo carotideo. Angiologia e
Cirurgia Vascular. 2012; 8(4):186-194.

Elhammady, M. S., Peterson, E. C., Johnson, J. N., &
Aziz-Sultan, M. A. Preoperative onyx embolization of
vascular head and neck tumors by direct puncture.
World neurosurgery. 2012; 77(5-6):725-730.

Shamblin, W. R., ReMine, W. H., Sheps, S. G., &
Harrison Jr, E. G. Carotid body tumor (chemodectoma):
clinicopathologic analysis of ninety cases. The
American Journal of Surgery. 1971; 122(6):732-739.

journal  of

Openly accessible at http://www.mastereditora.com.br/bjscr



http://www.mastereditora.com.br/bjscr

