
1  

Japanese Journal of Gastroenterology and Hepatology 
 

 

 

 

 

Endoscopic Full-Thickness Resection for a Giant Gastric Glomus Tumor with Extra 

Luminal Growth: A Case Report 
Chang X1#, Li J2#, Hou JN1, Mu D1#, Li H1#, Tang SH1# and Zheng SM1*# 

Department of Gastroenterology and Hepatology, The General Hospital of Western Theater Command, Chengdu 610083, Sichuan Prov- 

ince, China 

Department of nephrology, The General Hospital of Western Theater Command, Chengdu 610083, Sichuan Province, China 
 

 
 

Keywords: 

Gastric Glomus Tumor; Endoscopic Ultrasonography; 

Endoscopic Full-Thickness Resection; Case Report 

Received: 23 Jun 2022 

Accepted: 07 Jul 2022 

Published: 13 Jul 2022 

J Short Name: JJGH 

Copyright: 

©2022 Zheng SM, This is an open access article distributed 

under the terms of the Creative Commons Attribution Li- 

cense, which permits unrestricted use, distribution, and build 

upon your work non-commercially. 

 

 

 

 
Citation: 

Zheng SM. Endoscopic Full-Thickness Resection for a Gi- 

ant Gastric Glomus Tumor with Extra Luminal Growth: A 

Case Report. J Gstro Hepato. V9(1): 1-6 

 
 

 

1. Abstract 

1.1. Background 

Gastric glomus tumor (GGT) is a rare mesenchymal neoplasm de- 

rived from the glomus body. Due to its atypical clinical, endoscop- 

ic, and imaging manifestations, the final diagnosis of GGT needs 

pathological confirmation. Surgical resection is the main therapeutic 

method for giant GGTs, and some small GGTs have been treated 

through endoscopic resection in recent years. Here, we report a case 

of giant GGT originating from the muscularis propria with extra- 

luminal growth that underwent endoscopic full-thickness resection 

(EFTR). 

1.2. Case Summary 

A 61-year-old female was admitted to our institution due to a gastric 

mass observed by esophagogastroduodenoscopy. Contrast-enhanced 

abdominal CT scans showed that the lesion was located in the gastric 

antrum area with ill-defined boundaries and heterogeneous enhance- 

ment. Endoscopic ultrasonography (EUS) confirmed a 3 cm × 4 cm 

lesion that was hypoechoic and homogeneous, originating from the 

muscularis propria and protruding in and out of the lumen. A gastric 

stromal tumor (GST) was suspected before resection. The patient 

then underwent EFTR. The postoperative pathological diagnosis was 

GGT. The endoscopic resection was successful with no complica- 

tions, and the patient recovered uneventfully. To our knowledge, this 

is the first case of GGT over 4 cm resected by EFTR in the English 

literature. 

1.3. Conclusion 

EFTR is an effective and safe therapy for giant GGTs. It seems to 

be a promising and less invasive alternative than surgery for gastric 

submucosal tumors (SMTs). 

2. Introduction 

Glomus tumors (GTs) are vascular neoplasms arising from neuro- 

muscular artery spheroid cells or glomus bodies involved in the ther- 

moregulation of arteriovenous structures. It is more common in the 

dermis of the fingers, toes, and peripheral soft tissues of the subcu- 

taneous nailfold area [1, 2]. Other positions include the sublingual 

area, nerves, nasal cavity, trachea, genitourinary area, gastrointestinal 

tract, bile duct, and peritoneum [3]. GGT was first reported in 1951 

[4]. The clinical symptoms of GGT are upper abdominal pain, bleed- 

ing, and vomiting. Some cases of GGT are occasionally found by 

CT or EUS without symptoms. GGT is extremely rare accounting 

for approximately 1% of gastric mesenchymal tumors. Only 9 cases 

of duodenal GT and 20 cases of primary intestinal GT have been 

described in the reported literature [2, 5]. 

Most GGTs are benign and cured by surgery. With the development 

of various endoscopic techniques, GGTs can be treated by endo- 

scopic resections, especially lesions less than 3 cm in size. Here, we 
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report a 4 cm × 4.5 cm giant GGT that was completely removed by 

EFTR. No recurrence was observed after 6 months of follow-up in 

our case. 

3. Case Presentation 

3.1. Chief Complaints 

A 61-year-old female was admitted to our hospital with complaint of 

a submucosal gastric lesion during health examination. 

3.2. History of Present Illness 

The patient had no specific symptom. 

3.3. History of Past Illness 

The patient had a 3-year gallbladder stone in her medical history. 

3.4. Personal and Family History 

The patient had no special personal and family history. 

3.5. Physical Examination upon Admission 

Physical examination revealed no palpable mass and tenderness. The 

patient had no pathological signs. 

3.6. Laboratory Examinations 

The routine blood test, fecal test, blood biochemistry, immune index 

and serum tumor markers were within normal limits. 

3.7. Imaging Examinations 

Contrast-enhanced abdominal CT scans showed that the lesion was 

situated in the gastric antrum area with ill-defined boundaries and 

heterogeneous enhancement. The size was about 2.9 cm × 2.7 cm. 

A few signs of necrosis were observed inside the lesion (Figure 1). 

The esophagogastroduodenoscopy showed a 3 cm × 4 cm submuco- 

sal eminence near the posterior wall of the gastric antrum area with 

smooth surface. EUS confirmed that the lesion was hypoechoic and 

homogeneous, originating from muscularis propria and protruding 

into and out of the lumen (Figure 2). The distal lesion was not clearly 

visible. 

 

 
Figure 1: Abdominal computed tomography findings. A 2.9 cm × 2.7 cm lesion was situated in the gastric antrum area with ill-defined boundaries and 

heterogeneous enhancement. 
 

Figure 2: Endoscopic ultrasonography images. A 3 cm × 4 cm submucosal eminence near the posterior wall of the greater curvature of the gastric antrum 

with smooth surface was observed. 
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3.8. Histological Examinations 

Biopsy histology showed that trabeculae of tumor cells were distrib- 

uted around blood vessels. Proliferating oval-shaped cells in small 

nest formation with a high nuclear to cytoplasmic ratio were ob- 

served (Figure 3A). The immunohistochemical profile demonstrated 

SMA (+) (Figure 3B), Syn (+) (Figure 3C), Calponin (+), Vim (+), 

CD34(-) (Figure 3D), CD45 (-), CD56 (-), CK8/18 (-), CgA (-), ERG 

(-), S- 100(-), TIF-1 (-), and Ki-67 (+,1-3%). 

3.9. Final Diagnosis 

Based on the imaging, EUS, and histological findings, the final diag- 

nosis of the present case was GGT. 

3.10. Treatment 

After comprehensive assessment, the EFTR was performed. The 

procedures were as follow: first, the lesion area was labeled; sec- 

ond, the indigo rouge saline was injected in the submucosa to create 

working space; third, the submucosal layer and muscularis propria 

were gradually incised. The tumor was located outside the muscularis 

propria and was partially enclosed with the omentum inside the ab- 

dominal cavity. A circumferential incision as deep as muscularis pro- 

pria around the lesion was performed with insulated-tip (IT) knife 

(T-Type I-Jet, HybridKnife), then full-thickness resection of the tu- 

mor including extraluminal growth was completed; finally, the wound 

and perforation were sutured with nylon rope (Loop30-LD195, 

LeoMed) and clipped with 9 titanium clips (ROCC-D-26-195-C, Mi- 

cro-Tech(Nanjing)) (Figure 4). The postoperative specimen size was 

about 4 cm × 4.5 cm. 

 

 

Figure 3: The histological and immunohistochemically profiles of the lesion. A: Trabeculae of tumor cells distributed around the blood vessel (Hematoxylin 

& Eosin staining ×100); B and C: Tumor cells were positive for smooth muscle actin (B, ×200) and syn (C, ×200); D: Tumor cells were negative for CD34 

(×200). 



2022, V9(1): 1-4 

4 

 

 

 

 
Figure 4: The gastric glomus tumor was respected by endoscopic full-thickness resection. A: The esophagogastroduodenoscopy showed a giant submucosal  

eminence with smooth surface; B: The lesion was incised with Hook and IT; C: Circumferential incision including extra luminal gr owth was completed; D: 

The perforation was closed with the nylon rope and clips. 

3.11. Outcome and Follow-Up 

There was no intraoperative and postoperative complications. The 

patient was in good overall and local condition at discharge. No re- 

currence was observed after 6 months of follow-up. 

4. Discussion 

GGT more commonly occurs in females than in males (the female to 

male ratio is 1.6:1). The median age is 45 years (range from 28 to 79 

years) [6]. GGTs are more likely located in the gastric antrum and are 

rarely situated in other parts of the stomach [7-9]. The clinical symp- 

toms are atypical and include abdominal pain and discomfort, loss of 

appetite, gastrointestinal bleeding, and ulcers with or without nausea 

and vomiting. Some patients with GGTs have no complaints [10]. 

GGTs and GSTs exert analogous clinical symptoms and imaging 

manifestations, making it difficult to differentiate between the two 

types of tumors [11]. Wang et al. analyzed the features of CT scans 

between GGTs and GSTs. GGTs are mainly located in the antrum 

with endophytic growth and heterogeneous enhancement in the ar- 

terial phase (AP). The CT attenuation value of GGT in the AP, por- 

tal venous phase (PP), and the degree of enhancement (DE), which 

include DE [AP] (CT attenuation value of the AP minus that of the 

unenhanced phase) and DE [PP] (CT attenuation value of the PP 

minus that of the unenhanced phase), are significantly higher than 

those of GST [12]. Endoscopically, GGT is a submucosal mass with 

either normal mucosa or ulceration. EUS is a practical imaging tech- 

nique for diagnosing gastric submucosal tumors. Hu et al. reported 

that typical EUS properties of GGTs were as follows: the shape of 

GGT is round or oval on EUS; it is a mild-hyperechoic lesion from 

the fourth layer [13]. Histopathological examination is necessary for 

the accurate diagnosis of GGTs. Histologically; most GGTs had sol- 

id nests of tumor cells clustered around the wall of blood vessels. 

The tumor nodules were separated by bundles of smooth muscle 

and fibrous tissue with hyalinization. Immunohistochemistry (IHC) 

contributes to the final diagnosis of GGTs when the cell staining of 

smooth muscle actin (SMA), vimentin, calponin, h-caldesmon, col- 

lagen type IV, and laminin are positive, while desmin, chromogranin 

A, cytokeratin (AE1/AE3b), S-100 protein, creatine kinase, C-KIT 

(CD-117), CD34, DOG1 protein (K9), p53 protein, and neuron-spe- 

cific enolase are negative. The proliferation marker Ki-67 was posi- 

tive in less than 5% of tumor cell nuclei [14-18]. The findings of the 

present case are consistent with the histological and immunohisto- 

chemical features of GGT. 

Although most GTs are benign, malignant GGTs with various organ 

metastases have been reported [19-23]. Resection is a radical treat- 

ment with a favorable prognosis. Previously, surgery was the priority 

choice of treatment for GGT [8, 9, 24]. Surgical treatment includes 

subtotal gastrectomy, wedge resection, and excision of the tumor 

depending on its location and size [7].With the development of 

endoscopic technologies, endoscopic resection, such as endoscop- 

ic submucosal dissection (ESD) and EFTR [25, 26], is increasingly 
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used in treating gastric submucosal tumors (SMTs). For the past few 

years, laparoscopy endoscopy cooperative surgery (LECS) has been 

performed in patients with GGT and SMT [27, 28]. ESD is used to 

separate the tumor originating in the submucosal layer, while EFTR 

is applied to resect full-thickness tumors originating in the muscularis 

propria layer. Since an iatrogenic perforation of the gastric wall was 

created, clips or purse-string sutures are used to close the gastric wall 

defect [29]. Furthermore, EFTR has a high rate of microscopic mar- 

gin-negative resection [30]. Zhou et al. successfully removed 26 gas- 

tric SMTs originating from the muscularis propria that were adhesive 

to the serosa with EFTR. The reported lesion size ranged from 1.2 

cm to 4.5 cm, and the pathologic diagnosis included gastrointestinal 

stromal tumors (GISTs) (16/26), leiomyomas (6/26), GGTs (3/26), 

and Schwannoma (1/26) [31]. A retrospective study analyzed 11 pa- 

tients with GGTs, 3 of which were treated by ESD, 1 underwent 

EFTR [13]. Several reports analyzed clinical features and treatments 

of GGTs (Table 1). Seventeen patients with GGTs were excised by 

endoscopic resection. The size ranged from 0.8 cm to 2.7 cm. EFTR 

was performed in one patient with GGT, which was 2.7 cm in size 

[13]. We report the first case of GGT over 4 cm resected by EFTR 

in the English literature. There was no fatal bleeding, residual tumor, 

or recurrence. 

Table 1: The clinical features and treatment of 17 patients with GGT. 
 

Reference No. Sex Age Symptom Size (mm) location Treatment Fol low-up 

(month) 

Recurrence 

Hu et al[13], 2019 1 M 38 Abdominal pain 19 Antrum ESD 3 No 

 2 F 62 Abdominal discomfort 10 Body ESD 62 No 

 3 F 56 Abdominal discomfort 11 Antrum ESD 48 No 

 4 F 52 Abdominal pain 27 Antrum EFTR 60 No 

Lin et al[32], 2020 5 F 34 Epigastric pain 20 Antrum Endoscopic 

resection 

97 No 

 6 M 54 Epigastric pain 8 Antrum Endoscopic 

resection 

58 No 

 7 M 60 Epigastric pain 27 Antrum Endoscopic 

resection 

48 No 

 8 F 55 None 27 Antrum Endoscopic 

resection 

13 No 

          

Bai et al[33], 2021 9 F 36 None 10 Antrum ESD 36 No 

          

 10 F 47 None 12 Antrum ESD 48 No 

 11 M 63 Epigastric pain 15 Antrum ESD 60 No 

 12 M 65 Epigastric pain 18 Antrum ESD 24 No 

 13 M 58 Heartburn 23 Antrum ESD 48 No 

 14 F 54 Heartburn 21 Antrum ESD 72 No 

 15 M 64 Epigastric pain 22 Antrum ESD 12 No 

 16 M 70 None 13 Antrum ESD 60 No 

 17 F 56 Epigastric pain 17 Antrum ESD 36 No 

M: male; F: female; ESD: endoscopic submucosal dissection; EFTR: endoscopic full-thickness resection 

5. Conclusion 

Endoscopic resection has some advantages, including minimal sur- 

gical trauma, quick wound healing, and easy acceptance by patients. 

EFTR is an effective and safe therapy for giant GGTs. It appears to 

be a promising and less invasive alternative than surgery for gastric 

SMTs. 

References 

1. Masouminia M, Ghani HA, Foote D, Hari D, French S. Rare presentation 

of the glomus tumor in the stomach. Exp Mol Pathol. 2018; 104: 9-11. 

2. Sasaki S, Takami Y, Wada Y, Ryu T, Imamura H, Ureshino H, et al., 

Glomus tumor of the duodenum: a rare case report. Surg Case Rep. 

2020; 6: 305. 

3. Chabowski M, Paszkowski A, Skotarczak J, Dorobisz T, Lesniak 

M, Janczak D, et al., Tumor of the Stomach - A Case Report and A 

Literature Review. Pol Przegl Chir. 2016; 88: 356-8. 

4. Kay S, Callahan WP Jr, Murray MR, Randall HT, Stout AP. Glomus 

tumors of the stomach. Cancer. 1951; 4: 726-36. 

https://pubmed.ncbi.nlm.nih.gov/29221662/
https://pubmed.ncbi.nlm.nih.gov/29221662/
https://pubmed.ncbi.nlm.nih.gov/33270165/
https://pubmed.ncbi.nlm.nih.gov/33270165/
https://pubmed.ncbi.nlm.nih.gov/33270165/
https://pubmed.ncbi.nlm.nih.gov/28141549/
https://pubmed.ncbi.nlm.nih.gov/28141549/
https://pubmed.ncbi.nlm.nih.gov/28141549/
https://pubmed.ncbi.nlm.nih.gov/14859193/
https://pubmed.ncbi.nlm.nih.gov/14859193/


2022, V9(1): 1-6 

6 

 

 

5. Chen JH, Lin L, Liu KL, Su H, Wang LL, Ding PP, et al., Malignant 

glomus tumor of the intestinal ileum with multiorgan metastases: A 

case report and review of literature. World J Gastroenterol. 2020; 26:  

770-6. 

6. Fang HQ, Yang J, Zhang FF, Cui Y, Han AJ. Clinicopathological 

features of gastric glomus tumor. World J Gastroenterol. 2010; 16: 

4616-20. 

7. Oruc MT, Cakir T, Aslaner A, Cekic S, Sakar A, Yardimci EC. 

Incidental gastric glomus tumor after laparoscopic sleeve gastrectomy. 

Autops Case Rep. 2016; 6: 47-50. 

8. Halawani HM, Khalife M, Safadi B, Rida K, Boulos F, Khalifeh F. 

Laparoscopic antral resection with Billroth I reconstruction for a 

gastric glomus tumor. Int J Surg Case Rep. 2014; 5: 1128-31. 

9. Orellana F, Onetto C, Balbontin P, Videla D, Manriquez L, Plass R, et  

al., Gastric glomus tumor: report of one case and review. Endoscopy. 

2011; 43: 71-2. 

10. Wang X, Hanif S, Wang B, Chai C. Management of gastric glomus 

tumor: A case report. Medicine (Baltimore). 2019; 98: e16980. 

11. Patel TH, Horton KM, Hruban RH, Fishman EK. Glomus Tumor of 

the Stomach: Depiction by Multidetector CT and Three-Dimensional 

Volume Rendering Imaging. Case Rep Med. 2010; 2010: 126095. 

12. Wang J, Liu C, Ao W, An Y, Zhang W, Niu Z, et al., Differentiation of 

gastric glomus tumor from small gastric stromal tumor by computed 

tomography. J Int Med Res. 2020; 48: 300060520936194. 

13. Hu J, Ge N, Wang S, Liu X, Guo J, Wang G, et al., The Role of 

Endoscopic Ultrasound and Endoscopic Resection for Gastric 

Glomus: A Case Series and Literature Review. J Transl Int Med. 2019; 

7: 149-54. 

14. Miettinen M, Paal E, Lasota J, Sobin LH. Gastrointestinal Glomus 

Tumors A Clinicopathologic, Immunohistochemical, and Molecular 

Genetic Study of 32 Cases. Am J Surg Pathol. 2002; 26: 301–11. 

15. Wu M, Zhou T, Cao D, Qu L, Cao X. Glomus tumor of the stomach: 

A case report. Medicine (Baltimore). 2018; 97: e13132. 

16. Chen KB, Chen L. Glomus tumor in the stomach: A case report and 

review of the literature. Oncol Let. 2014; 7: 1790-2. 

17. Yildiz P, Gucin Z, Arici DS, Malya FU, Baysal B. Glomus tumor of the 

stomach. Turk J Surg. 2018; 34: 62-4. 

18. Wang Z Bo, Yuan J, Shi HY. Features of gastric glomus tumor: a 

clinicopathologic, immunohistochemical and molecular retrospective  

study. Int J Clin Exp Pathol. 2014; 7: 1438-48. 

19. Song SE, Lee CH, Kim KA, Lee HJ, Park CM. Malignant glomus 

tumor of the stomach with multiorgan metastases: report of a case. 

Surg Today. 2010; 40: 662-7. 

20. Bray AP, Wong NA, Narayan S. Cutaneous metastasis from gastric 

glomus tumor. Clin Exp Dermatol. 2009; 34: e719-21. 

21. Toti L, Manzia TM, Roma S, Meucci R, Blasi F, Ferlosio A, et al., Rare 

malignant glomus tumor of the stomach with liver metastases. Radiol  

Case Rep. 2019; 14: 463-7. 

22. Zaidi S, Arafah M. Malignant Gastric Glomus Tumor: A Case Report 

and Literature Review of a Rare Entity. Oman Med J. 2016; 31: 60-4. 

Dong LL, Chen EG, Sheikh IS, Jiang ZN, Huang AH, Ying KJ. 

Malignant glomus tumor of the lung with multiorgan metastases: case 

report and literature review. Onco Targets Ther. 2015; 8: 1909-14. 

24. Campbell MJ, Irani S, Olgac S, Chang LC. Laparoscopic resection of a 

gastric glomus tumor. Indian J Surg. 2011; 73: 230-2. 

25. Chang KJ. Endoscopic foregut surgery and interventions: The 

future is now. The state-of-the-art and my personal journey. World J 

Gastroenterol. 2019; 25: 1-41. 

26. Zhang Y, Wang X, Xiong G, Qian Y, Wang H, Liu L, et al., Complete 

defect closure of gastric submucosal tumors with purse-string sutures. 

Surg Endosc. 2014; 28: 1844-51. 

27. Aoba T, Kato T, Hiramatsu K, Shibata Y, Yoshihara M, Yamaguchi 

N, et al., A case of gastric glomus tumor resection using laparoscopy 

endoscopy cooperative surgery (LECS). Int J Surg Case Rep. 2018; 

42: 204-7. 

28. Kang WM, Yu JC, Ma ZQ, Zhao ZR, Meng QB, Ye X. Laparoscopic- 

endoscopic cooperative surgery for gastric submucosal tumors. World 

J Gastroenterol. 2013; 19: 5720-6. 

29. Zhang Y, Wang Z, Jin T, Li KQ, Hao K, Zhang W, et al., Hyperechoic 

demarcation line between a tumor and the muscularis propria layer as 

a marker for deciding the endoscopic treatment of gastric submucosal  

tumor. J Zhejiang Univ Sci B. 2017; 18: 707-16. 

30. Guo JT, Zhang JJ, Wu YF, Liao Y, Wang YD, Zhang BZ, et al., 

Endoscopic full-thickness resection using an over-the-scope device: A 

prospective study. World J Gastroenterol. 2021; 27: 725-36. 

31. Zhou PH, Yao LQ, Qin XY, Cai MY, Xu MD, Zhong YS, et al., 

Endoscopic full-thickness resection without laparoscopic assistance 

for gastric submucosal tumors originated from the muscularis propria. 

Surg Endosc. 2011; 25: 2926-31. 

23. 

https://pubmed.ncbi.nlm.nih.gov/32116424/
https://pubmed.ncbi.nlm.nih.gov/32116424/
https://pubmed.ncbi.nlm.nih.gov/32116424/
https://pubmed.ncbi.nlm.nih.gov/32116424/
https://pubmed.ncbi.nlm.nih.gov/20857536/
https://pubmed.ncbi.nlm.nih.gov/20857536/
https://pubmed.ncbi.nlm.nih.gov/20857536/
https://pubmed.ncbi.nlm.nih.gov/27284541/
https://pubmed.ncbi.nlm.nih.gov/27284541/
https://pubmed.ncbi.nlm.nih.gov/27284541/
https://pubmed.ncbi.nlm.nih.gov/25437655/
https://pubmed.ncbi.nlm.nih.gov/25437655/
https://pubmed.ncbi.nlm.nih.gov/25437655/
https://pubmed.ncbi.nlm.nih.gov/21341189/
https://pubmed.ncbi.nlm.nih.gov/21341189/
https://pubmed.ncbi.nlm.nih.gov/21341189/
https://pubmed.ncbi.nlm.nih.gov/31567933/
https://pubmed.ncbi.nlm.nih.gov/31567933/
https://pubmed.ncbi.nlm.nih.gov/20204127/
https://pubmed.ncbi.nlm.nih.gov/20204127/
https://pubmed.ncbi.nlm.nih.gov/20204127/
https://pubmed.ncbi.nlm.nih.gov/32779507/
https://pubmed.ncbi.nlm.nih.gov/32779507/
https://pubmed.ncbi.nlm.nih.gov/32779507/
https://pubmed.ncbi.nlm.nih.gov/32010601/
https://pubmed.ncbi.nlm.nih.gov/32010601/
https://pubmed.ncbi.nlm.nih.gov/32010601/
https://pubmed.ncbi.nlm.nih.gov/32010601/
https://pubmed.ncbi.nlm.nih.gov/11859201/
https://pubmed.ncbi.nlm.nih.gov/11859201/
https://pubmed.ncbi.nlm.nih.gov/11859201/
https://pubmed.ncbi.nlm.nih.gov/30407338/
https://pubmed.ncbi.nlm.nih.gov/30407338/
https://pubmed.ncbi.nlm.nih.gov/24932234/
https://pubmed.ncbi.nlm.nih.gov/24932234/
https://pubmed.ncbi.nlm.nih.gov/29756111/
https://pubmed.ncbi.nlm.nih.gov/29756111/
https://pubmed.ncbi.nlm.nih.gov/24817939/
https://pubmed.ncbi.nlm.nih.gov/24817939/
https://pubmed.ncbi.nlm.nih.gov/24817939/
https://pubmed.ncbi.nlm.nih.gov/20582520/
https://pubmed.ncbi.nlm.nih.gov/20582520/
https://pubmed.ncbi.nlm.nih.gov/20582520/
https://pubmed.ncbi.nlm.nih.gov/19758389/
https://pubmed.ncbi.nlm.nih.gov/19758389/
https://pubmed.ncbi.nlm.nih.gov/30766648/
https://pubmed.ncbi.nlm.nih.gov/30766648/
https://pubmed.ncbi.nlm.nih.gov/30766648/
https://pubmed.ncbi.nlm.nih.gov/26816568/
https://pubmed.ncbi.nlm.nih.gov/26816568/
https://pubmed.ncbi.nlm.nih.gov/26251614/
https://pubmed.ncbi.nlm.nih.gov/26251614/
https://pubmed.ncbi.nlm.nih.gov/26251614/
https://pubmed.ncbi.nlm.nih.gov/22654340/
https://pubmed.ncbi.nlm.nih.gov/22654340/
https://pubmed.ncbi.nlm.nih.gov/30643356/
https://pubmed.ncbi.nlm.nih.gov/30643356/
https://pubmed.ncbi.nlm.nih.gov/30643356/
https://pubmed.ncbi.nlm.nih.gov/24442680/
https://pubmed.ncbi.nlm.nih.gov/24442680/
https://pubmed.ncbi.nlm.nih.gov/24442680/
https://pubmed.ncbi.nlm.nih.gov/29275234/
https://pubmed.ncbi.nlm.nih.gov/29275234/
https://pubmed.ncbi.nlm.nih.gov/29275234/
https://pubmed.ncbi.nlm.nih.gov/29275234/
https://pubmed.ncbi.nlm.nih.gov/24039367/
https://pubmed.ncbi.nlm.nih.gov/24039367/
https://pubmed.ncbi.nlm.nih.gov/24039367/
https://pubmed.ncbi.nlm.nih.gov/28786245/
https://pubmed.ncbi.nlm.nih.gov/28786245/
https://pubmed.ncbi.nlm.nih.gov/28786245/
https://pubmed.ncbi.nlm.nih.gov/28786245/
https://pubmed.ncbi.nlm.nih.gov/33716450/
https://pubmed.ncbi.nlm.nih.gov/33716450/
https://pubmed.ncbi.nlm.nih.gov/33716450/
https://pubmed.ncbi.nlm.nih.gov/21424195/
https://pubmed.ncbi.nlm.nih.gov/21424195/
https://pubmed.ncbi.nlm.nih.gov/21424195/
https://pubmed.ncbi.nlm.nih.gov/21424195/
https://pubmed.ncbi.nlm.nih.gov/26251614/

	Chang X1#, Li J2#, Hou JN1, Mu D1#, Li H1#, Tang SH1# and Zheng SM1*#
	Copyright:
	1. Abstract
	1.2. Case Summary
	1.3. Conclusion
	2. Introduction
	3. Case Presentation
	3.2. History of Present Illness
	3.3. History of Past Illness
	3.4. Personal and Family History
	3.5. Physical Examination upon Admission
	3.6. Laboratory Examinations
	3.7. Imaging Examinations
	3.8. Histological Examinations
	3.9. Final Diagnosis
	3.10. Treatment
	3.11. Outcome and Follow-Up
	4. Discussion
	5. Conclusion
	References

