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Background
Collagenous gastritis (CG) is a rare gastrointestinal condition of
unknown etiology and pathogenesis characterized by the
presence of a gastric subepithelial collagen band of variable
thickness. While little is known about the disease, children and
young adults often present with anemia, abdominal pain, and
nodular gastric mucosa on endoscopy. In contrast, adults often
present with chronic watery diarrhea and normal gastric mucosa
on endoscopy. Disease associations (usually in adult cases)
include celiac disease, collagenous colitis, collagenous sprue, and
lymphocytic colitis. This study aims to further characterize the
clinical, endoscopic and morphologic spectrum of CG.

Design
Cases of CG were retrospectively selected by a search of the
surgical pathology database of Thomas Jefferson University
Hospital from 2007 to 2013 using the terms “collagen,”
“collagenous,” “gastritis,” and “collagenous gastritis.”
Clinical
presentation, endoscopy reports, and relevant laboratory values
were collected.
Slides were reviewed for histologic features
including measurement of subepithelial collagen, acute and
chronic inflammation, eosinophils, plasma cells, intraepithelial
lymphocytes, lymphoid aggregates, intestinal metaplasia,
presence of Helicobacter pylori, foveolar mucin depletion, and
sloughing of surface epithelium. Available duodenal and colonic
biopsies were also evaluated.

Results
We identified three cases of CG (18 yo M, 46 yo F, 61 yo F). Two
patients had nodularity of the stomach seen on endoscopy
(nodularity was limited to the body/fundus in the 18 yo M and
involved both the antrum and body in the 61 yo F) (Figures 1 and
2). The 46 yo F had unremarkable endoscopic findings. All cases
demonstrated a thickened subepithelial collagen band (mean 47
μm) that entrapped capillaries (Figures 3 and 4). All had moderate
mucosal lymphoplasmacytic inflammation, mild to moderate acute
inflammation, mildly increased eosinophils, patchy sloughed
surface epithelium, and areas with mucin depleted foveolar cells.
Presence of intraepitheial lymphocytes and lymphoid aggregates
were variable. No intestinal metaplasia was seen. H pylori was not
identified on Warthin-Starry. No extragastric pathology was found
in the patients who had biopsies of duodenum (N=2) and colon
(N= 1). One patient (18 yo M) was found to have low levels of IgA,
IgG, and IgM raising the possibility of common variable
immunodeficiency disorders (CVID). Findings are summarized in
Table 1.

Table 1: Summary of Results
Patient 1
Age, sex
18 yo M
Endoscopy
Nodularity in body/
findings
fundus
Indication for
Pain in lower left
endoscopy
quadrant of abdomen
Relevant Labs
Low levels of IgA, IgG,
IgM
Gastric biopsies Body and antrum
taken
Collagen
Oxyntic: up to 85 m
thickness (range (mean 50 m)
and average)
Antrum: unremarkable
Type of
Body: moderate
inflammation in lymphoplasmacytic
Lamina Propria
inflammation
(degree)
Antrum: unremarkable

Patient 2
46 yo F
Unremarkable
stomach
Achalasia (treated
with Botox)

Patient 3
61 yo F
Nodularity in body
and antrum
Vomiting

Body/fundus only

Antrum only

Oxyntic: up to 55 m
(mean 30 m)
Antrum: not biopsied
Body: moderate
lymphoplasmacytic
Inflammation
Antrum: not biopsied

Oxyntic: not biopsied
Antrum: up to 100 m
(mean 60 m)
Body: not biopsied
Antrum: moderate
lymphoplasmacytic
Inflammation

Acute
inflammation
(aka activity)
(degree)

Patchy moderate (body) Patchy minimal
Antrum: unremarkable

Patchy moderate

Eosinophils
Increased
Intraepithelial
lymphocytes
(IEL)

Slightly increased
Mild IEL body

Slightly increased
Patchy mild IEL

Slightly increased
No

Sloughed
surface
epithelium

Patchy

Patchy

Patchy

Mucin depleted
surface foveolar
cells
Plasma cells
Intestinal
metaplasia
H Pylori stain
Lymphoid
aggregates
Other pathology
(aka collagenous
colitis, celiac
disease, etc.)

Majority of surface
(~75%)

Majority of surface
(~75%)

Majority of surface
(~75%)

Present
None

Present
None

Present
None
Negative

Negative
Few (no germinal
centers)
Unremarkable
duodenum

Negative
None
Unremarkable
duodenum

One (no germinal
center)
No biopsies of
duodenum

Unremarkable colon

No biopsies of colon

No biopsies of colon

Antrum: unremarkable

Figure 3 (H&E at 20X): Gastric mucosa
with thick subepithelial collagen band
and dense lymphoplasmacytic infiltrate
in the lamina propria. Mucin depleted
foveolar cells with focal sloughing is also
apparent.

Figure 4 (Trichrome stain at 40X):
The subepithelial collagen band
measures 70 μm in this field and
entraps subepithelial capillaries.

Conclusion
Our study shows that gastric nodularity on endoscopy may be
seen in both young and older adults (18 yo M and 61 yo F). We
also found that CG may involve both the gastric antrum and body
or may be restricted to the gastric body. In support of previous
studies, the young adult (18 yo M) did not have extragastric
pathology. Due to lack of extragastric biopsies in the adult
patients, the relationship of adult onset CG to celiac disease,
collagenous sprue, collagenous colitis or lymphocytic colitis could
not be adequately assessed. Our most interesting observation is
the young adult (18 yo M) showed decreased levels of IgA, IgG
and IgM raising the possibility of CVID.
Plasma cells were
identified in this patient's biopsy (of note, plasma cells are seen in
the GI biopsies of ~1/3 of CVID patients, and therefore, does not
exclude CVID). To our knowledge, an association with CG and
CVID has not yet been described. As CVID is characterized by a
host of gastrointestinal lesions that may mimic other conditions
(including collagenous sprue and collagenous colitis), further
investigations may determine if there is an association with CG
and CVID.
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