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Introduction: Sarcoidosis is a granulomatous disease with multisystem involvement. Several studies have demonstrated an association between malig-
nancy and sarcoidosis but, there was no case of renal sarcoidosis associated with gastric cancer. Here, we present a case of early gastric cancer in renal 
sarcoidosis. Case Report: A 75-year-old female presented with dyspepsia and easy fatigability for a month. On physical examination, left supraclavicular 
lymph node was palpable but there was no tenderness. Laboratory examination showed that serum creatinine was 2.20 mg/dl, MDRD eGFR 23.13 
ml/min/1.73m2, serum calcium 13.7 mg/dl, ionized calcium 6.8mg/dl and serum angiotensin converting enzyme 115.9 U/L. On renal biopsy, non-gran-
ulomatous inflammation consistent with sarcoidosis was confirmed (Figure 1A and 1B). Chest CT showed that left supraclavicular lymph node was larger 
than 1 centimeter. On left supraclavicular lymph node excisional biopsy, also non-granulomatous inflammation was defined (Figure 1B). On endoscopic 
evaluation, there was subtle depressed discolorated mucosa on lesser curvature side of mid-antrum. On histology, adenocarcinoma well differentiated was 
defined (Figure 1C). Endoscopic submucosal enbloc resection (ESD) was performed and histologically confined that early gastric cancer type IIc + IIa. 
After ESD, we administered oral prednisolone at 1 mg/kg. After a month, serum creatinine was 1.13 mg/dl and MDRD eGFR 49.89 ml/min/1.73m2, serum 
calcium 10.1 mg/dl, ionized calcium 4.6mg/dl and serum angiotensin converting enzyme 60.4 U/L. Conclusion: We present a case of renal sarcoidosis as-
sociated with early gastric cancer. We recommend malignancy evaluation such as upper gastrointestinal endoscopy in patients with sarcoidosis.
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A seventy-year-old man was admitted for one-month lasting skin rashes and edema in bilateral lower extremities. He had no known past history except par-
anasal sinusitis. On examination, skin rashes were compatible with purpura (Figure 1A). Laboratory results revealed elevated levels of erythrocyte sed-
imentation rate and C-reactive protein as 119 mm/hr and 132 mg/L and the enhanced levels of aspartate aminotransferase and alanine aminotransferase up 
to 74 and 110 IU/L. He had perinuclear(P)-antineutrophil cytoplasmic antibody (ANCA) but not myeloperoxidase-ANCA. Urinalysis proved proteinuria 1+ 
(random urine protein/creatinine ratio (UPCR) of 0.6) and haematuria 2+. His skin biopsy which showed leukocytoclastic vasculitis (Figure 1B). 18- fluo-
rodeoxyglucose-positron emission tomography provided information on the inflammatory process in bilateral lower extremities and a focal uptake in the 
gall-bladder (GB) fossa and biliary computed tomography confirmed GB cancer. He underwent laparoscopic cholecystectomy and histological findings 
suggested adenocarcinoma, moderately differentiated with free of margins and interestingly, small-sized vessel vasculitis with fibrinoid necrosis was ob-
served in GB histology (Figure 1C). After cholecystectomy, the amount of proteinuria was gradually increased up to UPCR of 3.9. And so, he underwent 
kidney biopsy, which revealed Henoch-Schönlein purpura (HSP) nephritis, subclass IV according to Haas classification (Figure 1D). Taken together with 
results, he might be classified as three categories of systemic vasculitides as follows: i) HSP based on the European League against Rheumatism/Paediatric 
Rheumatology International Trials Organisation/Paediatric Rheumatology European Society criteria for HSP by purpura, leukocytoclastic vasculitis and re-
nal involvement; ii) microscopic polyangiitis by P-ANCA positive and renal vasculitis without eosinophils or granuloma on histology; and iii) cancer-asso-
ciated vasculitis by GB adenocarcinoma. 
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