Letters to the Editor

Systemic sarcoidosis mimicking

metastases in a patient with breast cancer:

A misdiagnosis resolved by the appearance

of skin lesions

Sir,

Sarcoidosis can mimic other disease processes and it can be
easily misdiagnosed as another inflammatory disease or a
malignancy.! Here we present a case of breast cancer whose

accurate cancer staging was confounded by the concomitant
presence of previously undiagnosed sarcoidosis.

A S5l-year-old woman who had received multiple
chemotherapy regimens for metastatic breast cancer
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presented to the dermatology clinic with an erythematous
skin eruption. She was initially diagnosed with triple-negative
invasive ductal carcinoma of the right breast via core needle
biopsy 1 year back. An ultrasound examination showed a
right breast mass (3.9 x 1.7 x 2.6 cm) and multiple enlarged
left axillary and bilateral supraclavicular lymph nodes.
Besides, ['*F]-Fluoro-2-deoxy-D-glucose positron emission
tomography and computed tomography confirmed additional
enlarged lymph nodes in the mediastinum, retroperitoneum
and bilateral inguinal regions, as well as hypermetabolic
nodules in the spine and iliac bones [Figures la-c]. With a
presumed diagnosis of metastatic breast cancer, the patient
underwent 16 sessions of chemotherapy for a period of
10 months at 2-3-week intervals. The breast mass showed
a partial reduction in size (2.4 x 1.5 x 2.1 cm) on computed
tomography of the chest and ultrasound examination at
3 months of chemotherapy. However, the other presumed
metastatic lesions remained unchanged on multiple computed
tomography and ['8F]-Fluoro-2-deoxy-D-glucose-positron
emission tomography during the 10-month treatment
course. Moreover, there were multiple nodules found
in the lungs during the treatment course. Subsequently
there were appearance of multiple erythematous plaques
on the back [Figure 2a], left arm [Figures 2b and c] and
left thigh. Skin biopsy from a plaque on the back showed
naked granulomas indicating sarcoidosis [Figures 3a and b].
Further biopsies of the left axillary lymph node and left
iliac [Figures 3c and d] and L5 spinal bones also showed
features of sarcoidosis without any evidence of malignancy.
Her serum angiotensin-converting enzyme was elevated
at 150 U/L (normal range, 7.5-53.0 U/L) and pulmonary
function tests revealed reduced diffusing capacity of the
lung for carbon monoxide. Based on the above findings
the patient was diagnosed with multisystem sarcoidosis.
Another core needle biopsy conducted on the aforementioned
remnant right breast mass also showed only noncaseating
granuloma without any cancer cells. Nevertheless, since a
core needle biopsy represents only a small part of the lesion,
it was unclear whether the malignant carcinoma responded
completely to chemotherapy. After a thorough consultation,
the patient denied further chemotherapy and opted for regular
radiologic work-ups at 2-3 months intervals.

She was started on oral prednisolone for sarcoidosis at an
initial dose of 15 mg/day with a resolution of skin lesions
within the first couple of months of treatment. However, other
systemic sarcoid lesions remained unchanged necessitating
an increase in the dose to 40 mg/day at 3 months which
was gradually tapered. A follow-up computed tomography
scan at 9 months (prednisolone dose was Smg/day at this
time) into the oral steroid treatment showed a reduction in
the dimensions of the lymph nodes and lung nodules. The
bone scan showed no evidence of bone lesions. However, at
this time, the computed tomography scan and an ultrasound
examination revealed an increased primary breast lesion
size (3.4 x 1.6 x 2.3 cm) and its biopsy was confirmed
as invasive ductal carcinoma. The patient underwent
total mastectomy with axillary lymph node dissection. A

histopathologic examination revealed the presence of invasive
ductal carcinoma with clear surgical margins. The patient
received postoperative adjuvant chemotherapy consisting of
8 cycles of capecitabine (1500 mg). Systemic prednisolone
was stopped after another 3 months of treatment. She is now on
a regular follow-up schedule at 3 months intervals to monitor
both sarcoidosis and breast cancer. The most recent computed
tomography scan done 10 months postoperatively showed no
signs of metastasis and sarcoidosis and the cutaneous lesions
have not recurred so far.

Sarcoidosis is a benign systemic granulomatous disease
of unknown etiology that affects multiple organs.? When
coexisting with a primary diagnosis of cancer, the presence
of'sarcoidosis may complicate the accurate staging of cancer.
The concomitant presence of cancer and sarcoidosis may
induce high uptakes of ['*F]-Fluoro-2-deoxy-D-glucosein
the lymph nodes or bones.* Besides, the lung and
mediastinal lymph nodes are frequently enlarged in
patients with sarcoidosis as well as in those with metastatic
breast cancer.’ In our case, the patient had enlarged lymph
nodes in the left axilla and bilateral supraclavicular areas
which are other common sites involved in metastatic breast
cancer.>*

Figure 1a: Multiple hypermetabolic lesions in the mediastinum, para-aortic
and bilateral iliac regions, as well as in the spine, humerus and iliac bones
(arrows, hypermetabolic lesions)
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Figure 1b: Multiple enlarged lymph nodes in the bilateral supraclavicular areas

Figure 2a: Multiple erythematous plaques on the back

Although the initial clinical and radiological findings in the
present case were highly suggestive of metastatic breast cancer,
if the axillary lymph node biopsy had been performed initially,
the delay in the correct diagnosis might have been averted. There
have been several case reports demonstrating the coexistence
of sarcoidosis in patients with breast cancer."** However, the
majority of these reports described a typical presentation of
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Figure 1c: Multiple enlarged lymph nodes in the bilateral inguinal regions

Figure 2b: Multiple erythematous plaques on the left upper arm

sarcoidosis as lesions were limited to the lungs and mediastinal
lymph nodes without bone involvement. The patient described
in this case report had enlarged mediastinal lymph nodes as
well but this was an exceptional case that also involved the
bones, axillary and supraclavicular lymph nodes. Without the
skin manifestation and its histological analysis, the accurate
diagnosis and treatment could have been further delayed.
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In conclusion, this case highlights the diagnostic dilemma due to the
concomitant presence of sarcoidosis and breast cancer.Histological
confirmation should always be considered before treatment is
initiated, as it can change the staging and treatment plan.

Figure 3a: Non-caseating naked granuloma in the skin lesion on the
back (H and E, x40)

Figure 2¢: Multiple erythematous plaques on the left upper arm Figure 3¢: Non-caseating granuloma in the iliac bone (H and E, x100)

i3 \ { S = NN

Figure 3b: Non-caseating naked granuloma in the skin lesion on the = - . =
back (H and E, x200) Figure 3d: Noncaseating granuloma in the iliac bone (H and E,x200)
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