THE CLINICAL PICTURE
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Sarcoidosis mimicking
lytic osseous metastases

41-YEAR-OLD WOMAN PRESENTED with

coughing, wheezing, and painful sub-
cutaneous nodules on her legs. She had
presented 6 years ago with similar nodules
and enlarged retroauricular, occipital, and
maxillary lymph nodes. At that time, biopsy
study of submaxillary lymph nodes and skin
showed nonnecrotizing granulomas, with
negative microbiology studies. Chest radiog-
raphy and spirometry were normal. A diag-
nosis of sarcoidosis was made. Treatment was
offered but refused.

Based on this history, computed tomog-
raphy of the thorax and abdomen was per-
formed and showed mediastinal and hilar
lymphadenopathy, small bilateral lung nod-
ules, and osseous cystic areas in both iliac
blades. Magnetic resonance imaging (MRI)
showed numerous discrete lesions in both
iliac bones (Figure 1). Biopsy study of iliac
bone revealed preserved architecture with
no evidence of malignancy or granulomas.

Radiography of the hands showed an os-
seous lytic lesion in the third proximal pha-
lanx of the right hand. No other radiograph-
ic abnormalities were noted.

The clinical and radiographic features
and the patient’s clinical course were consis-
tent with osseous sarcoidosis. She was started
on methotrexate and a low-dose corticoste-
roid and was symptom-free at 12-month fol-
low-up. Follow-up MRI showed reduction in  fiGURE 1. Magnetic resonance imaging re-
the lymphadenopathies and stabilization of  yealed low-intensity lesions (arrows) on T1-
the bone lesions. weighted sequences (upper panel) and high-

intensity lesions on short tau inversion recovery

sequences (lower panel). The lesions have
defined borders, no cortical disruption, and
no mass effect, features suggesting that the

lesions are benign. Lack of signal homogeneity

doi:10.3949/ccjm.84a.16108 suggests chronic lesions.

Skeletal
involvement
has been
reported

in 1% to 14%

of patients
with sarcoidosis
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SARCOIDOSIS

Il SARCOIDOSIS AND BONE

Sarcoidosis is a systemic granulomatous dis-
ease that involves the lung in more than
90% of cases. Skeletal involvement has been
reported in 1% to 14% of patients."? Typical
osseous involvement is cystic osteitis of the
phalangeal bones of the hands and feet, but
any part of the skeleton may be involved.’
Bone sarcoidosis is usually asymptomatic
and is discovered incidentally. The diagno-
sis of sarcoidosis has usually been established

on MRI. However, sarcoidosis-related bone
lesions resembling bone metastases on MRI
may be the initial presentation. The presence
of intralesional fat has been described as a fea-
ture that excludes malignancy.

No treatment has been shown to be of ben-
efit.* Sarcoidosis is a diagnosis of exclusion and
radiographic lytic bone features are not specific,
so a neoplastic cause (such as primary osteoblas-
toma, metastasis, or multiple myeloma) must
always be ruled out, as well as other bone condi-

clinically before bone lesions are detected  tions such as osteomyelitis or bone cyst. [ |
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