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A B S T R A C T

Granulomatous gastritis (GG) is a subtype of chronic gastritis which may be infectious, non-infectious, or
idiopathic in nature. For treating clinicians, granulomatous gastritis has always been a diagnostic challenge
because of the same clinical and endoscopic features between Crohn’s disease and tuberculosis. A diagnosis
can be reached only by the combination of histopathological examination with clinical and laboratory
investigations. Several studies showed that granulomas are more common in the antrum and are generally
located superficially within the gastric pit where the gastric bacteria H.pylori are seen, which can cause
damage. We are reporting two rare cases of granulomatous gastritis associated with H.pylori in a 40-year-
old male and a 43-year-old female with a negative family history of tuberculosis.
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1. Introduction

Granulomatous gastritis (GG) is a rare pathological finding
that accounts for only 0.08-0.35% of all gastric biopsy
samples, which is characterized by granulomas within the
gastric mucosa or submucosa.1 Granulomatous gastritis is
classified as infectious, non-infectious, and idiopathic GG
based on etiology. The most common causes of GG in
developed countries are Crohn’s disease and sarcoidosis.
Infections are the most encountered causes of GG in
resource-limited countries mainly tuberculosis. Parasitic
infections, Whipple’s disease, foreign body reaction and
adenocarcinoma are the rare causes of GG.1 Identifying
the cause of GG requires a clinical, endoscopic, and
histopathological evaluation.2This report describes two
surgical cases of Granulomatous gastritis, diagnosed by
histopathological examination of the gastric tissue taken by
biopsy.

* Corresponding author.
E-mail address: vallakrish@gmail.com (Vallalkani KN).

2. Case History

2.1. Case 1

A 40-year-old male presented with complaints of abdominal
pain on and off for the past six months which was
pricking in nature, intermittent in type, radiating to the
back and bilateral shoulders. No specific aggravating
factors were found. No change in the pain before or after
food, relieved on lying down and after taking medication.
He had no complaints of fever, nausea, vomiting, loose
stools, constipation, hematemesis, dyspepsia, or weight
loss. He had a history of smoking and drinking alcohol
for 15 years. Vital signs were normal. The abdominal
examination revealed soft on palpation with tenderness over
the epigastric, left hypochondriac and lumbar regions. All
baseline investigations were done. His chest radiograph
was normal. The abdominal ultrasonography revealed a
bulky pancreas in the region of the head and neck. UGI
scopy was done and showed antral and fundal gastritis
with duodenitis. During UGI scopy, the biopsy was taken
from the antrum and sent for histopathological examination.
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Grossly we received 3 grey-white soft tissue fragments each
measuring 0.3 cm. All were embedded in 1 block, processed
and stained with Hematoxylin and eosin. Microscopically,
the representative sections revealed multiple fragments of
gastric mucosa and lamina propria showing edema and
inflammatory cell infiltration of lymphocytes and plasma
cells. Few eosinophils and neutrophils with mild activity
and focal lymphoid aggregates were noted (Figure 1).
Upon higher magnification, one fragment revealed an
aggregate of epithelioid cells forming granuloma with
Langhan type of giant cells (Figure 2). No evidence
of atrophy/intestinal metaplasia/necrosis/dysplasia/H.pylori
organism in the material received. Special staining with
Giemsa and Ziehl-Neelsen stain was done which were
negative for H. pylori and acid-fast bacilli.

Fig. 1: Gastric biopsy showing gastric mucosal glands,
laminapropria and granuloma (H&E stain)- 100X

Fig. 2: Granuloma withLanghan-type giant cells (H&E stain)-
400X

Fig. 3: Gastric biopsy showing granuloma (H&E stain)- 400X

Fig. 4: Gastric biopsy showingLanghans type giant cell (H&E
stain)- 400X

Fig. 5: Gastric biopsy showingH.pylori (Giemsa stain)- 1000X
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2.2. Case 2

A 43-year-old female presented to the gastroenterology
department with complaints of abdominal pain, diarrhoea,
and weight loss for three months without any history
of fever, nausea, vomiting, constipation, rectal bleeding,
and malena. There was no history of tuberculosis in
her family members. Her vital signs were normal. The
general examination was also insignificant. The abdominal
examination revealed tenderness over the epigastric region.
Laboratory investigation revealed haemoglobin of 7.2 g/dl
(microcytic hypochromic anaemia) with normal WBC and
platelet counts. She had a normal chest radiograph and
abdominal ultrasonography. Her electrolytes, creatinine,
calcium, renal and liver function tests were normal. Upper
GI scopy showed an ulcerated lesion and hyperemia in
the antral mucosa and nodule at the pylorus of the
stomach. During UGI scopy, biopsies were taken from the
antrum and pyloric mucosa and sent for histopathological
examination. Grossly, we received two grey-white soft
tissue fragments each measuring 0.5 cm in one container
and four grey-white soft tissue fragments each measuring
0.5 cm in another container. Microscopically, sections
from the antral biopsy showed antral mucosal glands with
severe activity and positive for H.pylori which was further
confirmed by special staining with Giemsa (Figure 5).
Another section from the gastric mucosa showed numerous
epithelioid granulomas with few Langhan type of giant cells
and chronic inflammatory cells within the lamina propria
(Figures 3 and 4). No necrosis or dysplasia were seen in the
sections studied. Ziehl-Neelsen stain was negative for acid-
fast bacilli.

3. Discussion

Granulomatous gastritis is an uncommon inflammation
pattern, characterized by non-necrotizing epithelioid cell
granulomas.3 The most frequent location of granulomas
is the antrum and more prone to cause damage within
the pits where the H.pylori organisms commonly reside.
These findings indicate that H.pylori can be responsible
for the pathogenesis of granulomatous gastritis.4 GG must
be distinguished from infections such as tuberculosis,
fungal infections (mycosis), sarcoidosis, Crohn’s disease,
any underlying malignancies, or foreign bodies. When
the cause of the inflammation cannot be ascertained,
the term Idiopathic granulomatous gastritis (IGG) can be
used.5 Granuloma is a rare feature that is mostly seen in
granulomatous diseases like Crohn’s disease, sarcoidosis,
infections, neoplasms, and vasculitis.6 H.pylori may be
accountable in rare cases, if so, then the patients must be
evaluated and treated. The association between H.pylori
and GG was first reported in the year 1989.7 Miyamoto
et al. also reported two cases of granulomatous gastritis
associated with H.pylori infection that completely resolved

after successful eradication therapy for H.pylori.1 H.pylori
seems to be a bacteria with flagella and this causes injury
to the gastric mucosa due to flagella motility by persistent
immune stimulation from the chronic granulomatous
inflammation.6 The formation of a giant fold in fundus
and corpus of the stomach may be a consequence of high-
grade active H.pylori gastritis. Identifying and eradicating
the infection in such cases not only improve the findings
related to gastritis but also helps in the regression of giant
folds. Therefore, H.pylori associated with granulomatous
gastritis is considered as the most important cause.6 Gastric
tuberculosis should always be considered when dealing
with granulomas in endemic areas.8 As a conclusion, we
have reported two cases of granulomatous gastritis in this
article. One of which was associated with H.pylori in
the antrum of the gastric mucosa. H.pylori eradication
therapy for patients suffering from granulomatous gastritis
in association with H.pylori infection can help to prevent
further complications. It must be differentiated from
Crohn’s disease because of similar clinical and endoscopic
features. The possibility of Sarcoidosis also should be
considered. Combining morphological features with clinical
and laboratory investigations will be a useful tool in the
diagnosis of GG.

4. Source of Funding

None.

5. Conflict of Interest

None Declared.

References
1. Morais R, Nunes AC, Rios E, Rodrigues S, Macedo G. Granulomatous

Gastritis Induced By Onychophagia: First Case Report. Gastroenterol
Hepatol. 2018;41(8):498–500. doi:10.1016/j.gastrohep.2017.08.008.

2. Chawla KK, Chandrasekar VT, Vadlamudi R, Dziamski K, Arif M.
Granulomatous Gastritis In The Setting Of Concurrent Sarcoidosis And
Helicobacter Pylori: 2344. Am J Gastroenterol. 2016;111:S1140.

3. Liang Y, Cui S, Polydorides AD. Clinicopathological Characteristics
And Aetiological Factors Of Granulomatous Gastritis. Histopathology.
2021;79(6):1040–50.

4. Maeng L, Lee A, Choi K, Kang CS, Kim KM. Granulomatous Gastritis:
A Clinicopathologic Analysis Of 18 Biopsy Cases. Am J Surg Pathol.
2004;28(7):941–5. doi:10.1097/00000478-200407000-00015.

5. Goldblum JR, Lamps LW, Mckenney J, Myers JL. Rosai and
Ackerman’s Surgical Pathology. vol. 2. Elsevier Health Sciences; 2017.

6. Guner G, Kurtulan O, Kav T, Sokmensuer C, Gedikoglu G, Akyol
A, et al. Cyanoacrylate Associated Foreign Body Granulomatous
Gastritis: A Report of Three Cases. Case Rep Pathol. 2017;p. :2753487.
doi:10.1155/2017/2753487.

7. Kim YS, Lee HK, Kim JO, Lee SW, Kang SB, Nam SW,
et al. A Case Of H. Pylori-Associated Granulomatous Gastritis
With Hypertrophic Gastropathy. Gut Liver . 2009;3(2):137–40.
doi:10.5009/gnl.2009.3.2.137.

8. Kamani L, Mumtaz K, Azad NS, Jafri W. Granulomatous Gastritis: A
Diagnostic Dilemma. Singapore Med J. 2008;49(9):222–4.

http://dx.doi.org/10.1016/j.gastrohep.2017.08.008
http://dx.doi.org/10.1097/00000478-200407000-00015
http://dx.doi.org/10.1155/2017/2753487
http://dx.doi.org/10.5009/gnl.2009.3.2.137


Sumithra A, Vallalkani KN and Volga / IP Journal of Diagnostic Pathology and Oncology 2022;7(4):262–265 265

Author biography

Sumithra A, Post Graduate
 

 

https://orcid.org/0000-0003-0721-0476

Vallalkani KN, Post Graduate
 

 

https://orcid.org/0000-0001-8165-4791

H Volga, Professor
 

 

https://orcid.org/0000-0003-3105-7803

Cite this article: Sumithra A, Vallalkani KN, Volga H. An unusual
visitant in gastric biopsy- A report of two rare cases. IP J Diagn Pathol
Oncol 2022;7(4):262-265.

https://orcid.org/0000-0003-0721-0476
https://orcid.org/0000-0003-0721-0476
https://orcid.org/0000-0001-8165-4791
https://orcid.org/0000-0001-8165-4791
https://orcid.org/0000-0003-3105-7803
https://orcid.org/0000-0003-3105-7803

	Introduction
	Case History
	Case 1
	Case 2

	Discussion
	Source of Funding
	Conflict of Interest

