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KnatoueBble cnoBa: IgG4-accoummpoBaHHoOe 3ab0AeBaHIE,
nopaxeHne NULLEBOAA, XEAYAKE, TOHKOW M TOACTON KMULLKM
npu IgG4-accoumrpoBaHHOM 3aboOAEBaHWMM, KAMHUYECKME
HabAOAEHWS, AMATHOCTVKA 1 AMddEpPEHLIManbHAA AMarHoc-
TMKa, BOCTOHCKME KPUTEPUU

Hecmotpss Ha nybAMKauMiO €BPOMENCKMX PEKOMEHAA-
LMK MO AMArHocTMke u AedeHuto IgG4-accoummpoBaHHoO-
ro 3aboneBanus (IgG4-A3), Ha npakTuke ata npobrema
NPeACTaBASIET BOAbLLIME CAOXHOCTU. B MupoBoW Auntepa-
Type MHOro nybamkaumii 06 ayToMMMYHHOM MNaHKpeaTu-
Te, NopaXeHWM NeYeHU U XeAdHbIx nyTer npu IgG4-A3,
a A@HHbIX O MOPaXeHWW NMULLIEBAPUTEABHOIO TpaKTa He-
AOCTaTOUHO. XXEeAYyAOUHO-KULLIEUHbIE NpoaBAeHMs |8G4-A3
ABASIOTCH PEAKUMU UAM OYEHb PEAKMMM.

18G4-A3, npoaBAAtoLLEECH NOPaXEHNEM NULLEBOAA, Tak-
Xe AMarHoctupyetcsi peako. OnybAMKOBaHO onucaHue
TOABKO EAMHUYHBIX KAMHUYECKKX cAydaeB. |. Obiorah et al.
COODLLMAN O HAUBOABbLLEM KOAMUYECTBE CAYYaEB 330daru-
Ta, accoummpoBaHHoro ¢ 1gG4 (8 cayuyaeB). MHTepecHO,
yto 7 U3 8 CAyYaeB, O KOTOPbIX COOBLLMAM 3TU aBTOPbI,
6bIAM Y MYXUYUMH (BO3paCTHOM AMana3oH ot 18 po 79 aAeT),
My BOABLUMHCTBA NALMEHTOB HaMboAee BblpaXeHHbIMU
NPOSIBAEHUAMM ObIAU AMChArna ¢ 3PO3UAMU U CTPUKTY-
pamMu Npu 3HAOCKOMUK. TMCTOAOTMUECKM Y BCEX BOABHbIX

OB30PhHI

59.Woo C. G., Yook J. H., Kim A. Y., Kim J. 1gG4-related
disease presented as a mural mass in the stomach.
J. Pathol. Transl. Med. 2016. Vol. 50. P. 67-70.

60. Wright B. L., Kulis M., Guo R., Orgel K. A., Wolf W. A,
Burks A. W., Vickery B. P., Dellon E. S. Food-specific
IgG4 is associated with eosinophilic esophagitis.
J. Allergy Clin. Immunol. 2016. Vol. 138, No 4.
P. 1190-1192. e3.

61. Yang L., Jin P, Sheng J. Q. Immunoglobulin G4-related
disease (IgG4-RD) affecting the esophagus, stomach,
and liver. Endoscopy. 2015. Vol. 47. P. E96-97.

62. Yorita K., Iwamura S. Can colonic inflammatory polyp
with numerous immunoglobulin G4-positive plasma
cells represent a colonic manifestation of immuno-
globulin G4-related disease? A case report. Clin.
J. Gastroenterol. 2019. Vol. 12, No 5. P. 398-402.

63.Zhang P. P.,, Zhao J. Z., Wang M., Feng R. E., Liu X. W.,,
Lai X. M., Li X. J., Zeng J. G., Shi H. J., Zhu H. D., Xue W.,
Zhang H., Chen Y. Y., Fei L. Y., Peng X. F.,, Zeng F. C,,
Zhang Y. M., Zhang W. The clinical characteristics of
346 patients with IgG4-related disease. Zhonghua Nei
Ke Za Zhi. 2017. Vol. 56, No 9. P. 644-649.

onpeaAensincsa  AMMAGONAA3MOLMTAPHBIM  MHOUALTPAT 1
CcTOpUdOPMHBLIN GKUbpPOo3, a o0bAUTEPUPYIOLLMI DAEBUT
Habatopanca y 3 u3 8 60AbHbIX. CAeAOBaTEABHO, Y BCEX
naunMeHToB ONPEeAENIAUCH 2 U3 3 OCHOBHbIX FTMCTOAOTMYE-
CKMX BOCTOHCKUX KpuTepueB IgG4-A3. KpoMme Toro, y BCex
nauueHToB BbIA0 He MeHee 50 IgG4-NO3UTUBHbBIX KAETOK
npv HPF (ananasoH: 50-110) u cootHoweHue 1gG4/18G
He meHee 50% (ananasoH: 50-90%). M3 naumeHToB I.
Obiorah et al. s-IgG4 6bIA 3MEPEH TOALKO Y TPEX, Y BCEX
3HaueHus BbIAK B Mpepenax HopMbl. CTPUKTYPbI MULLEBO-
Aa 6bIAM BbISIBAEHbI Y TPEX NALMEHTOB, Y ABYX NMaUMEHTOB
6bina axanasus.

OcHoBbiBasicb Ha cepuun K. Notohara et al. u apyrux
OnNyBAMKOBAHHbIX CAyYasix, MOXHO CAEAaTb BbIBOA, UTO
nopaxeHus xeayaka npu 1gG4-A3 yacTto npoTekatoT
KAMHUYECKM BECCUMMNTOMHO, YPOBeHb s-IgG4 noBblLLEeH
B 3HAUYUTEAbHOM YUCAE CAyYaEB, @ MTMCTONOTMYECKU Ya-
CTO BbIABASIKOTCA MO KpariHel Mepe ABa M3 BOCTOHCKUX
KpuTtepues. PekomeHayeMoe NoporoBoe 3HavyeHue B
50 18G4-n03nTUBHbIX KAETOK Npu HPF 1 cooTHOLWweHne
18G4/18G >40% 4yacto MMEAO MEeCTO B 3aperncrTpupo-
BaHHbIX CAy4afx NaTOAOTMU XeAyAKa, acCOLMMpPOBaH-
HbIX ¢ 18G4.

NmeeTcsi HeCKOAbKO co0bLeHUI 0 IgG4-accounmnpoBaH-
HOM Nopa)xeHWn ABEHAALATUNEPCTHOM KMULLKK, COCOYKa
ABEHAALATUMEPCTHON KMLLKK, MOAB3AOLLIHOM KULLIKW C
06CTPYKUMEN TOHKOW KULLKM, BbI3BAHHOM MCEBAOOMYXO-
AbIO UAW CKAEPO3MPOBAHUEM TOHKOW KMLLKKU C CYXEHU-
eM npocaerta.

Mmetotca cooblieHns o caydasix 1gG4-A3 ¢ nopaxeHu-
€M MAEeOLEKaAbHOM 0BAACTU (M Bbi3biBaKOLLMM HEMPOXO-
AMMOCTb 06pa3oBaHMEM) U MOPaXeHUEM anneHAMKCa,
UMUTUPYIOLLMM 60AE3Hb KpoHa, anmneHAMUMT WAM Ony-
XOAb anneHaukca. CesizaHHoe ¢ IgG4 BocnanMTeAbHOE
3aboneBaHME KULIEYHUKA MOXET (PEAKO) Takxke ObiTbh
€AMHCTBEHHBbIM nposBAeHneM IgG4-A3.

N\eyeHne — B COOTBETCTBUM C €BPOMENCKUMU PEKOMEH-
AAUMSIMMN.
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Despite the publication of European guidelines for the
diagnosis and treatment of IgG4-related disease (IgG4-
RD), this problem is very complicated from a practical
point of view. There are many publications about auto-
immune pancreatitis and liver and biliary tract lesions in
IgG4-RD, but the data on the digestive tract lesions are
not sufficient. Gastrointestinal manifestations of 1gG4-
RD are considered to be rare or very rare.

IgG4-RD presenting as esophageal lesions is rare condi-
tion. Only single clinical cases are available. I. Obiorah et
al. reported the highest number of cases of IgG4-related
esophagitis (8 cases). Interestingly, 7/8 cases reported by
I. Obiorah et al. were males (age range: 18 to 79 years),
and most patients had dysphagia as the most prominent
symptom, with erosions and strictures at endoscopy. His-
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tologically, all patients had a lymphoplasmacytic infiltrate
and storiform fibrosis, while obliterative phlebitis was ob-
served in 3/8 patients. Hence, 2 of the 3 major histologij-cal
“Boston criteria” of 1gG4-RD were fulfilled in all patients.
Besides, all patients had at least 50 1gG4-positive cells
per HPF (range: 50-110), and 1gG4/1gG ratios of at least
50% (range: 50-90%). Of I. Obiorah’s patients, s-IgG4 had
only been measured in three — all of whom had values in
the normal range. Esophageal strictures were identified in
three patients, two patients had acha-lasia.

Based on K. Notohara’s series and the other published
cases, it can be concluded that gas-tric IgG4-RD often
(but not always) seems to be clinically asymptomat-
ic, that s-IgG4 is elevated in a considerable number of
cases, and histologically, that at least two of the Boston
criteria often are found. The recommended cut-off of
50 IgG4-positive cells and 1gG4/1gG ratios of >40% was
often fulfilled in the reported cases of 1gG4-RD.

There are few reports of 1gG4-RD involving the duode-
num, duodenal papilla, ileum with small bowel obstruc-
tion caused by pseudotumor or sclerosing disease of the
small bowel with lu-minal narrowing.

There are case reports of IgG4-RD with lesion of ileocecal
area with an obstructing ileoce-cal mass and appendix,
mimicking Crohn’s disease, appendicitis or appendiceal
tumor. IgG4-related inflammatory bowel disease may —
rarely — also be one of manifestations of IgG4-RD.
Treatment should be conducted in accordance with
European guidelines.



