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Introduction

Sarcoidosis is an autoimmune inflammatory disease which 
can involve multiple organs. It is characterized by the presence 
of  noncaseating granulomas. It may result in numerous 
manifestations and may also remain asymptomatic in a 
subgroup of  patients. Gastrointestinal involvement usually 
manifests as hepatic involvement manifesting as elevated 
alkaline phosphatase levels.[1] Pancreatic sarcoidosis is 
uncommon and usually detected on autopsy. Symptomatic 
sarcoidosis may mimic pancreatic malignancy and usually 
occurs as a multisystem disease.[2] Sarcoidosis, on occasion, 
may indirectly involve the pancreas by causing pancreatitis 
secondary to hypercalcemia. Sarcoidosis is an uncommon 
cause of  acute pancreatitis.[3]

Case Report

A 42‑year‑old lady was admitted with a history of  epigastric 
pain for 2 days. The pain was severe, nonradiating and was 

associated with nonbilious vomiting. There were no previous 
episodes of  pain, history of  gallstones or any addictions. She 
was a known hypertensive well controlled on oral olmesartan. 
On admission, she had tachycardia  (Pulse: 109/min), 
tachypnea  (respiratory rate: 28/min), with blood pressure 
of  138/98  mm of  Hg. She was afebrile, and abdominal 
palpation revealed epigastric tenderness. There was no palpable 
lymphadenopathy. On investigations, she was found to have 
leucocytosis  (haemoglobin: 10.4  g/dL, total leucocytes: 
14100/mm3, platelets: 245000/mm3). Serum amylase and 
lipase were elevated  (1150 and 854 U/L respectively). She 
had elevated blood urea nitrogen (26 mg/dL) but a normal 
creatinine (1.3 mg/dL). The liver functions were normal. The 
computed tomography done on day seven of  pain revealed 
bulky and heterogenous pancreas with peripancreatic stranding 
[Figure 1], with ascites and bilateral pleural effusion.

For evaluation of  the etiology of  acute pancreatitis, abdominal 
ultrasound revealed no evidence of  gallstones, and her 
triglyceride levels were normal  (115 mg/dL). However, she 
had an elevated serum calcium level (12.8 mg/dL, Normal: 
8.7–10.2  mg/dL). Her serum intact parathormone levels 
were normal  (27.68, Normal: 6–65  pg/mL). Her chest 
roentgenogram revealed diffuse military shadows. Her chest 
computed tomography revealed multiple diffuse nodular 
opacities in bilateral lung fields and few fibrotic lesions 
were seen in the right middle lobe [Figure 2]. Few enlarged 
subcentimetric lymph nodes were noted in aorto‑pulmonary 
window, pericarinal and right hilar regions. Her sputum for 
acid‑fast bacillus and mantoux skin test were negative. In view 
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Abstract Hypercalcemic states may result in acute pancreatitis. Sarcoidosis has been rarely reported as 
a cause of acute pancreatitis. A 42‑year‑old female came with abdominal pain and was found 
to have acute pancreatitis. Evaluation revealed hypercalcemia and evidence of pulmonary 
infiltrates and mediastinal lymphadenopathy. Transbronchial lung biopsy revealed noncaseating 
granulomas consistent with sarcoidosis. In conclusion, sarcoidosis may result in acute 
pancreatitis by causing hypercalcemia.
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of  hypercalcemia and lung lesions, the patient was evaluated 
for sarcoidosis. Her serum angiotensinogen converting 
enzyme levels were normal  (60 U/L, Normal: 8–65 U/L). 
The patient underwent bronchoscopy with bronchoalveolar 
lavage  (BAL) and transbronchial lung biopsy. The BAL 
revealed pigment laden macrophages, respiratory epithelial 
cells, and lymphocytes with occasional granuloma. The 
lung biopsy showed well‑formed compact epithelioid cell 
granulomas with Langhans giant cells with fibrosis around the 
granulomas [Figure 3]. Stain for acid‑fast bacilli was negative. 
Real‑time polymerase chain reaction on BAL was negative for 
mycobacterium tuberculosis. With intravenous hydration, the 
patient improved with the systemic inflammatory response 
settling and normalization of  serum calcium levels. The 
patient was discharged on oral prednisolone 50 mg/day and 
is asymptomatic after 3  months of  follow‑up with normal 
serum calcium levels.

Discussion

Sarcoidosis is a granulomatous inflammatory disease involving 
multiple organs. It usually is characterized by pulmonary 
involvement characterized by hilar lymphadenopathy, 
parenchymal infiltrates and fibrotic changes and is commonly 
confused with pulmonary tuberculosis in endemic regions.[3,4] 
Acute pancreatitis in sarcoidosis may occur secondary to 
hypercalcemia or granulomatous involvement of  the 
pancreas.[3,5,6] Hypercalcemia in sarcoidosis occurs variably 
and is due to increased 1, 25-dihydroxy-Vitamin D production 
by the sarcoid granulomas.[7] It responds well to steroids. In 
our patient, the presence of  hypercalcemia and abnormalities 
on chest roentgenogram provided the clue to underlying 
sarcoidosis.

The common causes of acute pancreatitis are alcohol, gallstones, 
drugs, postendoscopic retrograde cholangiopancreatography, 
trauma, pancreas divisum and idiopathic.[8] Hypercalcemia 
is well‑recognized as a precipitant of  acute pancreatitis. 
Various disorders predisposing to hypercalcemia have been 
reported as a cause of  acute pancreatitis including malignancy, 
parathyroid disorders, and Vitamin D supplementation, 
intravenous calcium administration and certain drugs like 
thiazides.[9‑12] Of  these parathyroid disorders are amongst 
the commonest implicated in both the genesis of  acute and 
chronic pancreatitis.[12,13] The mechanism of  hypercalcemia 
related pancreatitis is not clear but may involve a secretory 
block, protease activation and intracellular accumulation 
of  zymogens resulting in pancreatic injury.[14] Increases in 
extracellular calcium levels result in an increase in intracellular 
levels resulting in the secretory block and intra‑acinar 
trypsinogen activation as demonstrated in animal models.[11] 
Sarcoidosis, by virtue of  the increased risk of  hypercalcemia, 
may lead to acute pancreatitis as in our patient. The ultrasound 
of  the neck revealed no evidence of  any hyperparathyroid 
state. The diagnosis of  sarcoidosis was eventually clinched by 
a transbronchial lung biopsy which demonstrated noncaseating 

granulomas. The case is presented as it highlights sarcoidosis 
as an uncommon etiology of  acute pancreatitis especially 
in the setting of  hypercalcemia. Also, it indicates that early 
recognition of  sarcoidosis and consideration of  pulmonary 

Figure 1: Contrast-enhanced computed tomography of abdomen 
showing enlarged pancreas with peripancreatic stranding

Figure 2: High resolution computed tomography chest showing bilateral 
diffuse nodular opacities

Figure 3: Lung biopsy showing multiple epitheloid cell granulomas with 
langhans type giant cells with accompanying fibrosis
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sarcoidosis as a differential of  tuberculosis may prevent the 
devastating and serious complications.

References
1.	 Ebert  EC, Kierson  M, Hagspiel  KD. Gastrointestinal and hepatic 

manifestations of sarcoidosis. Am J Gastroenterol 2008;103:3184‑92.
2.	 Shukla M, Hassan MF, Toor V, Kaur J, Solomon C, Cohen H. Symptomatic 

pancreatic sarcoidosis. Case report and review of literature. JOP 
2007;8:770‑4.

3.	 Gupta D, Agarwal R, Singh A, Joshi K. A “respiratory” cause of abdominal 
pain. Eur Respir J 2006;27:430‑3.

4.	 Sharma  SK, Mohan  A, Guleria  R, Padhy  AK. Diagnostic dilemma: 
Tuberculosis? or, sarcoidosis? Indian J Chest Dis Allied Sci 
1997;39:119‑23.

5.	 Peters MJ, Jones MG, Moulton J, Breslin AB. Sarcoidosis presenting as 
recurrent alcohol‑induced pancreatitis. Med J Aust 1990;153:104‑5.

6.	 Boruchowicz A, Wallaert B, Cortot A, Bouault JM, Paris JC, Colombel JF. 
Idiopathic acute pancreatitis and sarcoidosis. Gastroenterol Clin Biol 
1995;19:439‑41.

7.	 Karnchanasorn  R, Sarikonda  M, Aldasouqi  S, Gossain  VV. Severe 
hypercalcemia and acute renal failure: An unusual presentation of 
sarcoidosis. Case Rep Med 2010;2010:423659.

8.	 Poornachandra KS, Bhasin DK, Nagi B, Sinha SK, Rana SS, Shafiq N, et al. 
Clinical, biochemical, and radiologic parameters at admission predicting 

formation of a pseudocyst in acute pancreatitis. J Clin Gastroenterol 
2011;45:159‑63.

9.	 Dazai Y, Katoh I, Hara Y, Yoshida R, Kurihara K. Two cases of adult T‑cell 
leukemia associated with acute pancreatitis due to hypercalcemia. Am 
J Med 1991;90:251‑4.

10.	 Biondi  A, Persiani  R, Marchese  M, Cananzi  F, D’Ugo  D. Acute 
pancreatitis associated with primary hyperparathyroidism. Updates Surg 
2011;63:135‑8.

11.	 Frick  TW. The role of calcium in acute pancreatitis. Surgery 
2012;152:S157‑63.

12.	 Bhadada SK, Udawat HP, Bhansali A, Rana SS, Sinha SK, Bhasin DK. 
Chronic pancreatitis in primary hyperparathyroidism: Comparison with 
alcoholic and idiopathic chronic pancreatitis. J Gastroenterol Hepatol 
2008;23:959‑64.

13.	 Bhasin DK, Rana SS, Chandail VS, Singh G, Gupta R, Kang M, et al. 
Clinical profile of calcific and noncalcific chronic pancreatitis in north 
India. J Clin Gastroenterol 2011;45:546‑50.

14.	 Frick  TW, Mithöfer K, Fernández‑del Castillo  C, Rattner  DW, 
Warshaw  AL. Hypercalcemia causes acute pancreatitis by pancreatic 
secretory block, intracellular zymogen accumulation, and acinar cell 
injury. Am J Surg 1995;169:167‑72.

How to cite this article: Sharma V, Rana SS, Chaudhary V, Sharma RK, 
Nahar U, Gupta D, Dutta U, Bhasin DK. Sarcoidosis presenting as acute 
pancreatitis. J Dig Endosc 2015;6:29-31.
Source of Support: Nil, Conflict of Interest: None declared.

New features on the journal’s website

Optimized content for mobile and hand-held devices

HTML pages have been optimized of mobile and other hand-held devices (such as iPad, Kindle, iPod) for faster browsing speed.
Click on [Mobile Full text] from Table of Contents page.
This is simple HTML version for faster download on mobiles (if viewed on desktop, it will be automatically redirected to full HTML version)

E-Pub for hand-held devices 

EPUB is an open e-book standard recommended by The International Digital Publishing Forum which is designed for reflowable content i.e. the 
text display can be optimized for a particular display device.
Click on [EPub] from Table of Contents page.
There are various e-Pub readers such as for Windows: Digital Editions, OS X: Calibre/Bookworm, iPhone/iPod Touch/iPad: Stanza, and Linux: 
Calibre/Bookworm.

E-Book for desktop

One can also see the entire issue as printed here in a ‘flip book’ version on desktops.
Links are available from Current Issue as well as Archives pages. 
Click on  View as eBook


