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Case report - Introduction: This is a report of a Caucasian patient with
sarcoidosispresentingasgroinpain.
Case report - Case description: A 58-year-old Caucasian female from
South Africa self-referred for physiotherapy following sudden onset right
groin pain. Pelvic Xray was normal, but MRI pelvis showed lytic lesions in
the acetabulum and proximal femur. The presence of night sweats sug-
gested haematological malignancy leading to haematology referral. PET
CT showed widespread metabolically active soft tissue lesions, lymph
nodes and skeletal foci. Bone marrow trephine biopsy showed well-
formed granulomata. An extensive infection screen was negative. A cer-
vical lymph node biopsy and CT guided biopsy of pelvic and femoral
lesions confirmed non-necrotising granulomas suggestive of sarcoido-
sis. Lung function tests were normal. Treatment with 30mg prednisolone
for one month was poorly tolerated and steroids were rapidly weaned.
She was unable to tolerate even low dose prednisolone. Severe pelvic
pain and night sweats continue despite methotrexate, hydroxychloro-
quineandIVzoledronate(givenforosteoporosis).
Casereport-Discussion:Thispatientpresentedwithgroinpain, fatigue
and night sweats, no demonstrable extra-osseous organ abnormality
and normal plain radiography. Our diagnostic strategy was to first
exclude malignancy and infection, particularly TB, but the unusual pre-
sentation created significant diagnostic uncertainty. Treatment is chal-
lenging due to intrusive side effects of steroids and hydroxychloroquine,
andneutropeniainducedbymethotrexate.
Osseousinvolvement israreandhasbeenreportedin1-15%ofsarcoido-
sis patients. It is usually accompanied by skin lesions. Therewereno fea-
tures on history or examination to suggest sarcoidosis and the diagnosis
wasbasedonbonebiopsies.
In a case series of 20 patients with osseous sarcoidosis, bone lesions
werefoundonimagingduringthe initialpresentation in60%ofcases.Ten
patients were symptomatic, and all had multiple joint involvement. Axial
involvement,primarilypelvisand lumbarspinewasseen in90%ofcases.
Lesionsweredetectedonplainradiographsin2casesandwereidentified
onMRIin13cases,PET-CTin9cases,CTin4casesandtechnetium-99m
bone scintigraphy in 1 case. 55% of the cases required no treatment and
45% were treated most commonly with prednisolone, methotrexate, or
hydroxychloroquine.Twocasesrequiredtreatmentwithtumournecrosis
factor inhibitorsforrefractorydisease.
Case report - Key learning points: Osseous sarcoidosis can mimic
many conditions including multiple myeloma and lymphoma, due to pre-
sentation with lytic lesions. Even pulmonary presentations can be atypi-
cal with predominant ground glass opacity or cavitating consolidation
and parenchymal masses. Histopathological diagnosis is of critical
importance,particularly inpatientswithatypicalpresentations.
Assessment of organ involvement and disease extent is important in
monitoring of treatment response. Plain radiographs tend to benormal in
these cases and advanced imaging, including MRI, PET-CT, and CT, is
oftenrequired.
Symptomatic osseous disease may respond to steroids and conven-
tional immunosuppression; a minority of refractory cases require TNF
inhibition.
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Case report - Introduction: Sarcoidosis is a multisystem disease which
involves formation of inflammatory lesions known as granulomas.
Centralnervoussystem’s involvement is rare.Clinicalneurologiccompli-
cationsoccur inapproximately5%ofpatients.
Diagnosticcriteria forneurosarcoidosis in theabsenceofcentralnervous
system (CNS)histology arenot firmly established. A clinically compatible

picture,exclusionof other neurological diseases, andhistological confir-
mationofdiseaseelsewherearegenerally required.
We presenta case report of neurosarcoidosis presenting as a lymphoma
mimic.
Casereport -Casedescription:A45-year-old right-handedwhitemale
with past medical history of obstructive sleep apnoea, presented to the
acute neurology clinic with several weeks’ history of cognitive decline
andsevereLfacialpain.Hehadlost2stone inweightandtherewaslossof
appetiteover2months.Neurologyexamination(includingcranialnerves)
wasunremarkableexcept foraminimentalstatescoreof25/30,wherehe
lost points on the attention and recall tasks. CT head revealed a mass in
the L cavernous sinus. Brain MRI with contrast revealed an enhancing
lesion in the left. suspicious of lymphoma. Additional work up included
whole body FDG-PET/CT scan, lumbar puncture. Lumbar puncture
showednormalCSF.SerumACEwasnormalandaparaneoplasticpanel.
Whole body PET/CT scan showed FDG avid areas in the bilateral neck,
axillary regions, chest and pelvis and inguinal regions, highly consistent
with lymphoma. Bone marrow biopsy was negative for lymphoma.
Further EBUS biopsy before start of prednisolone revealed multiple non
caseating granulomas, diagnostic of sarcoidosis. The patient was
treatedwithoralprednisolone, followedbyanti-tumournecrosis factor-a
infliximabinfusion.
A repeatbrainMRIwithcontrast doneat fivemonthsafter initiation ofste-
roids, methotrexate and infliximab showed complete resolution of the
intracranial lesion. Neurological and neuropsychological evaluation
three months after diagnosis demonstrated resolution of facial pain and
cognitivedecline.
Case report - Discussion: There exists several mimics of neurosarcoi-
dosis. Bothclinicallyand radiographically, neurosarcoidosiscanbediffi-
cult to diagnose. MRI and PET scan in neurosarcoidosis can often mimic
malignancy. Early symptomatic treatment is advised for neurosarcoido-
sis, thus there is a clear need for more prompt diagnosis to allow com-
mencementoftheappropriatetherapy.
There is no known cure for neurosarcoidosis. Immunosuppression is the
primarymeansofcontrolling thedisease,andcorticosteroidsarethecor-
nerstone of therapy. Treatment options are limited; however, there is
more evidence suggesting that steroids and immunomodulatory agents
such as infliximab may improve clinical outcomes, which may be due to
theanti-TNF-aeffectonreducingoxidativestress.
Case report - Key learning points: Our patient had a clinical presenta-
tion suspicious of lymphoma, however he did not have lymphoma and
had a good response to corticosteroids and infliximab. Often, FDG PET/
CT scan can be misleading and may appear to be neoplastic rather than
inflammatory. ACE levels in both CSF and serum are not always positive.
Biopsy inthesecasesisnecessarytoestablishcorrectdiagnosis.Prompt
treatmentcanleadtosignificantreductioninmortalityandmorbidity
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Case report - Introduction: Sarcoidosis, a multisystem disorder of
unknown aetiology, commonly presents with bilateral hilar adenopathy,
pulmonary infiltrates, skin and/or eye lesions. Musculoskeletal and neu-
romuscularmanifestationsoccurlesscommonly.
Calcitriol-mediated hypercalcaemia is a known complication of sarcoi-
dosis. Severe hypercalcaemia, however, is detected in<5% of patients
andpseudo-malignanthypercalcaemia(>3.5 mmol/L) isveryunusual.
There are limited reports of isolated granulomatous myositis causing
hypercalcaemia. Our patient uniquely presented with symptoms of
hypercalcaemia and PET-scan incidentally revealed sarcoid-like myosi-
tis. This case reports an unusual presentation of life-threatening hyper-
calcaemia revealing sarcoid myositis that rheumatologists and
physiciansshouldbeawareof.
Case report - Case description: The patient, a 69-year old Caucasian
female, was referred to Rheumatology after a PET-scan identified fea-
tures of sarcoid myositis. She was initially admitted due to hypercalcae-
mia and 2 months of tiredness, lethargy, generalised weakness, and
nausea.Shehaddifficulty inclimbingstairsbutwasindependentlymobile
with no difficulty standing from sitting. History included biopsy-proven
cutaneous lupus (on Hydroxychloroquine, which she stopped weeks
prior to admission), chronic interstitial cystitis and CKD stage 3A without
proteinuria.
Clinical examination was unremarkable. Bloods showed hypercalcae-
mia (3.62 mmol/L) with inappropriately normal PTH (1.8 qmol/L) and a
raised ACE (72 U/L). PET-scan showed symmetric, diffuse, and
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