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CASE REPORT

Gastric sarcoidosis mimicking irritable bowel
syndrome-Cause not association?
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Abstract

Sarcoidosis is a systemic disease of unknown
aetiology that may affect any organ in the body. The
gastrointestinal tract however is only rarely affected
outside the liver. Symptoms may be non-specific.
Irritable bowel syndrome (IBS) is a common diagnosis.
The recognition of IBS is aided by the use of the Rome II
criteria - in the absence of organic disease. We describe
the first case of a patient with gastric sarcoidosis
who presented with IBS symptoms but subsequently
responded to immunosuppressive therapy.
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INTRODUCTION

Sarcoidosis is a systemic disease of unknown actiology
characterised by the presence of non-caseating epithelioid
granulomas. The lungs, eyes and skin are the most
commonly affected organs'’. Liver involvement is
well recognised but symptomatic involvement of the
gastrointestinal (GI) tract occurs in less than 1% of
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cases”. Presenting GI symptoms in order of frequency
are abdominal pain, haematemesis, nausea and vomiting
and weight loss!"**%. This observation is only based on the
case reports and case series that have been reportedlz""ﬁj.
Irritable bowel syndrome (IBS) is a common diagnosis
and the symptom based Rome II criteria may be used
to support the diagnosism. However it is essential when
investigating patients who present with IBS type symptoms
that organic disease is excluded”. We describe the first
case of a patient with gastric sarcoidosis who presented
with IBS symptoms but subsequently responded to
immunosuppressive therapy.

CASE REPORT

A 27 year old Caucasian man presented to the respiratory
physicians with chest discomfort and ‘flu-like symptoms
in 1983. A plain radiograph of the chest showed bilateral
hilar lymphadenopathy and left middle zone infiltrates.
Gallium scanning and a positive Kveim test confirmed
the diagnosis of pulmonary sarcoidosis. Remission was
achieved with oral steroids. Apart from a chronic irritable
cough, he had no recurrence of his respiratory symptoms
over the following 22 years. His previous annual serum
angiotensin converting enzyme (ACE) and a recent high
resolution computed tomography (CT) of the chest was
normal.

He presented to a gastroenterology department with
a 6-mo history of upper/central abdominal pain relieved
on defaecation. There was a change in frequency of bowel
movement - he now opened his bowels less than three
times per week (prior to this presentation he opened his
bowels daily). The stool varied between normal and pellet-
like. He described bloating, distension and tenesmus. There
was no weight loss or any other sinister symptoms. His
symptoms fulfilled the Rome II criteria for constipation
predominant IBS. His inflammatory markers (ESR and
CRP) were normal. Further investigations including an
upper GI endoscopy, colonoscopy, ultrasound and CT
of the abdomen were all normal. The diagnosis of 1BS
was suggested but the patient still had concerns about the
cause of his symptoms. With the consent of the clinicians
from the initial centre the patient sought a second opinion.
Although he had no pulmonary symptoms, (apart from
a chronic cough) we wondered if his IBS symptoms
could be due to gastrointestinal sarcoidosis. Further
investigations in our centre showed a raised serum ACE
level of 67 TU/mL (Range 18-55 IU/mL). In addition,
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Figure 1 Gastric antrum
viewed from mid body of
stomach showing widespread
erythematous changes
consistent with gastritis.

" Figure 2 Gastro-oesophageal
junction showing polypoid
lesion.

Figure 3 Gastric antral biopsy (HE x 400 magnification) showing surface
epithelium on the left of the image. The glands are displaced by a central
granuloma formed from loosely aggregated epithelioid histiocytes, with a few
surrounding lymphocytes.

he also had a positive IgG antigliadin antibody and a
serum IgA of 0.52 G/L (0.8-4.0 G/L) but negative IgA
antigliadin and anti-endomysial antibody (EMA). We
performed a gastroscopy, which showed antral erythema
(Figure 1) and a polypoid lesion at the gastro-oesophageal
junction (Figure 2). Duodenal biopsies were normal.
Biopsy of the antrum revealed granulomas consistent
with sarcoidosis (Figure 3). Biopsy of the polypoid lesion
showed chronic inflammatory cell infiltrate only (Figure
4). His CLO test was negative and there was no evidence
of H pylori or alcohol-acid fast bacilli in any of the biopsy
specimens.

Oral prednisolone initially achieved some symptomatic
benefit, but he responded subjectively to a short course
of intravenous hydrocortisone. During this time his
serum ACE normalised and he was discharged on 30 mg
prednisolone. He has subsequently had an octreotide
scan showing no activity in the stomach (whilst on
prednisolone) and was started on oral azathioprine with
progressive resolution of his GI symptoms.

DISCUSSION

Sarcoidosis of the GI tract is rare but when involved the
stomach is the commonest site. Gastric granulomas have
coincidentally been reported in up to 10% of patients
with pulmonary sarcoidosis™®”. However, whether the
presence of gastrointestinal sarcoid accounts for GI

Figure 4 Biopsy of polypoid lesion at gastro-oesophageal junction showing
glandular tissue with active chronic inflammation and reactive epithlelial changes
(HE x 200 magnification).

symptoms is controversial. Previous investigators have
described endoscopic and radiological findings of peptic
ulceration, inflammation and gastric outlet obstruc-
tion'>>>"1, Diagnosis is achieved by biopsy confirming
the presence of granulomas without evidence of any
other granulomatous disorders. One series of 67 patients
with sarcoidosis described 7.5% of patients as having
abdominal pains at diagnosis. Further evaluation revealed
15% had liver involvement (biopsy proven) and 36% had
luminal GI disease; reflux oesophagitis (21%), IBS (10%)
and inflammatory bowel disease (4.5%) " Both reflux and
irritable bowel syndrome symptoms are frequent amongst
the general population, however, this study suggests that
the presence of such symptoms may require investigation.
The optimal approach would be upper GI endoscopy and
biopsy of any abnormal areas.

This is the first reported case of a patient who fulfilled
the Rome [l criteria for IBS but was subsequently found
to have gastric sarcoidosis. Although we performed
antigliadin antibodies (and EMA) to exclude coeliac
disease-IgG antigliadin lacks specificity and has previously
been reported in association with gastrointestinal
sarcoidosis' . If we had not performed antral biopsies
having seen macroscopic evidence of inflammation, then
the diagnosis may have been missed. It is possible that in
our case both gastric sarcoid and IBS co-exist. We believe
that this is unlikely given the symptomatic and serological
response to immunosuppression“6’171. In addition, a normal
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octreotide scan whilst on prednisolone (with no areas
of increased uptake) also suggests remission and further
corroborates our view! .

In conclusion, we report the first case of gastric sarcoid
presenting with Rome Il criteria for IBS. Our case suggests
that patients with suspected functional GI symptoms in
the presence of pulmonary sarcoid, may have sarcoidosis
of the GI tract. It is imperative that the endoscopist is
aware of this possibility and performs a biopsy of any
macroscopically abnormal ateas. By taking this approach
patients with symptomatic GI sarcoid may benefit from
carly diagnosis and symptomatic relief with prednisolone
or immunosuppressive therapy.
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