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Introduction

Sarcoidosis is a multisystemic idiopathic gran-
ulomatous disease: the lung is the most common
organ involved by the disease, but any organ can
be involved [1]. Serosal involvement is rarely re-
ported, especially when it is the unique manifesta-
tion of the disease [2]. Only 36 cases were report-
ed in the literature published in English until 2008
[3]. Peritoneal involvement can manifest as fluid
accumulation within the peritoneal cavity (ascites)
or soft tissue infiltration: Computed tomography
(CT) is an excellent means of detecting and char-
acterising the disease, which can frequently mimic
malignancy [4]. Moreover CA 125 serum level
may be elevated and this entity may be confused in
several cases with ovarian carcinoma [1, 5]. The
presence of non-caseating granulomata suggests
the diagnosis of sarcoidosis, but the absence of
other causes of granulomatous disease, especially
tuberculosis, must be documented [6]. Clinically
there is abdominal pain, vomiting or more rarely
hiccups and intestinal obstruction [6, 7] and some-
times a decrease in appetite and signs of ascites
[8]; in three cases a rare occurrence of an associa-
tion with pleural effusion has been described [9].
We shall describe the case of a man presenting
with an adhesive small-bowel obstruction suggest-
ing peritoneal neoplasm.

Case report

In January 2009 a 57 year old man, affected by
chronic psychiatric illness, was taken to the Emer-
gency Department presenting with complaints of
left-sided abdominal pain, nausea and vomiting. In
his past clinical history there was diabetes and di-
verticulosis of the colon. His abdomen was dif-
fusely tender. X-ray film of the abdomen and wa-
ter-soluble contrast transit time demonstrated ad-
hesive small-bowel obstruction. An abdominal CT
scan was performed and showed no ascites but
peritoneal thickening and small size nodular en-
hancement (fig. 1). A CT scan of the thorax
showed a solitary pulmonary nodule. Due to a per-
sistent untreatable obstruction, a laparotomy was
carried out. The abdominal picture found by sur-
geons was characterised by abdominal adhesions
in addition to soft tissue nodules involving the
peritoneum and described as being like a carcino-
matosis. Laboratory findings were normal except
C-reactive protein 1.00 (normal range 0-0.50)
serum angiotensin-converting enzyme 67 U/L
(normal range 18 - 55); CA 125 level was normal,
as was blood cell count. The PPD tuberculin skin
test was negative. Histopathologic findings consist-
ed of non-caseating epithelioid cell granulomas,
occurring individually or more rarely packed in an
irregular nodular form. The granulomas were usu-
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Peritoneal involvement continues to be a rare manifes-
tation of sarcoidosis: its involvement is not always isolated
and sarcoid granulomas are also found elsewhere. Peritoneal
diseases tend to have an increased incidence in women. Peri-
toneal involvement presents as ascites, as peritoneal thicken-
ing and multiple soft tissue nodules, and can often simulate
peritoneal carcinomatosis. We describe a case of a man pre-

senting abdominal pain, nausea, vomiting and a clinical pic-
ture of intestinal obstruction, with peritoneal sarcoidosis and
abdominal findings suggesting peritoneal carcinomatosis.
The diagnosis of sarcoidosis was confirmed by biopsy of the
peritoneum during surgical laparotomy. Peritoneal involve-
ment is a rare manifestation of sarcoidosis (less than 30 cases
described in English medical literature) : to our knowledge
this is the first reported case of the disease presenting with an
acute abdominal obstruction treated with surgery.
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ally small and composed of multinucleated giant
cells rarely containing cytoplasmatic inclusions
(asteroid or Schaumann bodies), epithelioid histio-
cytes and few lymphocytes. Some of them were
centrally occupied by nodular hyaline scar with or
without fibrinoid necrosis (fig. 2). Special stains
(Ziehl-Neelsen, Grocott and PAS) did not show the
presence of an infectious agent. The granulomas
appear both in the samples of the omentum and of
the peritoneum. Pulmonary lung function tests
were as follows: FVC 3.35 L (84.5% predicted)
FEV1 2.94 L (87.5% predicted) FEV1/FVC 87.7,
DLCO 83.6%. A needle lung biopsy was per-
formed later and revealed the absence of neoplas-
tic cells and a cytologic image was suggestive (but
not conclusive) of sarcoidosis. The patient refused
to undergo open lung biopsy or corticosteroid ther-
apy. He did not attend the planned follow-up.

Discussion

Gastrointestinal involvement of sarcoidosis is
rare (1% of all cases) [10] and sarcoidosis of its
serosal surface is reported even more rarely; pre-
sentation is between the second and fourth decade
of life with an increased incidence in women [10].
Isolated peritoneal involvement appears in a small
number of described cases as presented in a recent
review of 36 cases [9]. The peritoneal cavity is a
potential space enclosed by visceral and parietal
peritoneum. This serosal membrane also forms the
mesenteries, lines the omenta and partially or com-
pletely covers abdominal and pelvic viscera. The
small-bowel mesentery, enclosed by folds of the
peritoneum, extends diagonally from the duodenal
junction in the left upper quadrant to the ileocecal
valve in the right lower quadrant. This, in combi-
nation with a series of other mesenteries (trasverse
mesocolon, sigmoid mesentery) and ligaments
(coronary, gastrohepatic, hepatoduodenal, falci-
form, gastrocolic, splenorenal and phrenicolic),
formed by peritoneal reflections and attachments,

leads to anatomic compartmentalisation of the
peritoneal cavity [11]. Overall, computed tomog-
raphy (CT) is an excellent means of identifying the
normal anatomy of the peritoneum and detecting
and characterising peritoneal diseases. Peritoneal
diseases are most commonly identified on the CT
as ascites and/ or soft tissue infiltration of the peri-
toneal ligaments and mesenteries. Although a vari-
ety of relatively common peritoneal processes can
be observed, most notably peritoneal carcinomato-
sis to gastrointestinal or ovarian tumours uncom-
mon non-neoplastic conditions can also involve
the peritoneal and subperitoneal spaces [4]. This
different group of non-neoplastic conditions in-
cludes systemic diseases such as eosinophilic gas-
troenteritis and amyloidosis, tumour-like condi-
tions such as aggressive fibromatosis or inflamma-
tory pseudotumors, and atypical infections such as
tuberculosis, Whipple disease and actinomycosis
[4, 11]. Sarcoidosis can be categorised as both sys-
temic and granulomatous disease involving on rare
occasions the peritoneum [7]. Laparotomy or la-
paroscopy is always required to reveal the in-
volvement of the disease in the visceral and pari-
etal peritoneum, because of the small size of the
nodules, which may escape detection on the CT
scan [8, 9, 12]. Peritoneal sarcoidosis should be
considered in the differential diagnosis with tuber-
culosis, fungal infections and carcinomatosis: in
several cases tumour marker CA 125 level is high
and can arose suspicion of ovarian malignancy [5].
Peritoneal sarcoidosis is a very rare condition and
it can be misinterpreted as a metastatic disease or
endometriosis:an elevated CA 125 has been re-
ported in connection with sarcoidosis and should
be considered in determining the diagnosis, above
all in the presence of predominantly lymphocytic
ascitic liquid. Moreover, the exclusion of peri-
toneal tuberculosis is essential, even in the context
of a negative PPD, because the disease is non-spe-
cific and may coincide with immunosuppression
[13]. Most cases of peritoneal sarcoidosis usually
have a benign course, evolving spontaneously or
with a short course of corticosteroid therapy [3],
sometimes with the addition of methotrexate [14].

Fig. 1. - Abdominal CT scan: peritoneal thickening and nodular en-
hacement.

Fig. 2. - Histopathologic findings of peritoneum biopsy (hematoxilin
and eosin 4 x). Histopathological pictures is characterized by non
caseating epithelioid cells granulomas, that can occur singly or more
rarely packed in an irregular nodular form.



134

A. NICOLINI ET AL.

TNFα-blocking therapy has been proposed in the
management of refractory sarcoidosis [14, 15]
with discontinuous results. In short, we have de-
scribed a rare case of isolated peritoneal sarcoido-
sis simulating peritoneal carcinomatosis and pre-
senting with acute abdominal obstruction. When
the isolated disease is present it has non- specific
radiological imaging and only a biopsy may lead
to a definitive diagnosis.
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