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Abstract- A 59-year-old man presented with proximal myopathy, myalgia, and weight loss, with the initial 

markedly elevated serum creatine kinase at 11,000 U/L. Due to his refusal for muscle biopsy, he was initially 

treated as inflammatory myositis and responded well with the corticosteroids. However, he subsequently had 

a relapse of the symptoms with more extensive systemic involvement, i.e., hypercalcemia, lymphadenopathy 

and subcutaneous nodules. Finally, a biopsy of the thigh and subcutaneous nodule revealed non-caseating 

granulomatous inflammation, consistent with sarcoidosis. He responded well to the corticosteroids, and 

finally, azathioprine was added as a steroid-sparing agent. Including our series, there are 103 cases of 

symptomatic muscle involvement in sarcoidosis patients published in the English literature to date. Further 

pool analysis of the cases will be reported in this review. 
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Introduction 
 

Sarcoidosis is a granulomatous inflammatory disease 

involving multiple organ systems. Beside organ-specific 

symptoms, non-specific constitutional complaints such 

as fatigue and general weakness are frequent (1). The 

granuloma formation in sarcoidosis is driven by an array 

of cytokines such as tumor necrosis factor (TNF)-α, 

interleukin (IL)-6, interferon (INF)-γ and others (2-4). 

The exact etiology and mechanism that leads to either 

progression or spontaneous resolution of the disease are 

not known.  

Musculoskeletal involvement of sarcoidosis is 

usually asymptomatic and resolves spontaneously, 

although granulomas are commonly demonstrated by 

biopsy in 50-80% of sarcoid cases (5). On the other 

hand, symptomatic involvement of musculoskeletal 

system in sarcoidosis is rare, with the reported cases of 

around 0.5-2.3% (7-9). Acute inflammatory myopathy is 

resembling polymyositis, as well as palpable myopathic 

nodules and a chronic progressive myopathy, have been 

described in sarcoidosis (6-8). The extremities muscle 

are commonly involved in sarcoidosis. However, there 

are few reported cases of respiratory muscle 

involvement (9,10) and is one reported case of 

abdominal muscle involvement (11). 

We described a case of sarcoid myopathy with the 

initial presentation resembling polymyositis. The 

diagnosis of sarcoid myopathy was finally revealed by 

the muscle and subcutaneous nodule biopsy. We also 

reviewed the English language literature using PubMed 

database with keywords of “sarcoid myopathy” 

“musculoskeletal sarcoidosis,” “muscular sarcoidosis” 

and “sarcoid myositis.” We also included pertinent 

articles obtained from searching references in the 

articles found in the primary search. 

 

Case Report 
 
A 59-year-old gentleman first presented to another 

hospital in October 2010 with proximal myopathy, 

myalgia and photosensitive rashes over the face and 

anterior chest. He was treated as inflammatory myositis 

based on clinical presentation and elevated serum 

creatinine kinase of 11,000 U/L. He refused muscle 

biopsy but subsequently improved with prednisolone 60 
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mg daily.  

Approximately one year later, after the prednisolone 

was tapered to 5 mg daily, he started to have recurrent 

muscle weakness and myalgia. It was associated with 

prolonged fever of more than three months, which did 

not resolve despite multiple courses of antibiotics, 

together with weight loss. Subsequently, his left thigh 

muscle became swollen and tender. At that time, he also 

developed left knee swelling but the knee aspiration 

yield no growth. His septic workup including sputum, 

urine and blood cultures were all negative. 

Subsequently, he was referred to Rheumatology after he 

had consulted several physicians for the past 8 months 

due to his worsening symptoms.  

On physical examination,he was afebrile with 

normal vital signs. His muscle power was 4/5 at the 

upper limbs and 3/5 over the proximal lower limbs. 

Another neurological examination was normal.Multiple 

tenders, non-erythematous subcutaneous nodules were 

noted over the upper limbs and lower limbs. The sizes of 

the nodules range from 1-3 cm in diameters. An 

erythematous rash was also noted covering the anterior 

chest. Multiple inguinal lymph nodes were also palpable 

but no hepatosplenomegaly. Cardiovascular and 

respiratory examinations were normal. Further blood 

investigations revealed that he had anemia of chronic 

disease, hypercalcemia (serum Calcium 2.81 mmol/L), 

and elevated erythrocyte sedimentation rate (ESR) of 97 

mm/hour. His serum creatine kinase and chest 

radiograph were normal (CK 154 U/L).On serological 

analysis, rheumatoid factor (RF) and anti-nuclear 

antibody (ANA) were negative and complemented (C3 

and C4) were within the normal ranges. A repeat TB 

work-up including Mantoux test and sputum TB 

cultures/polymerase chain reaction (PCR) were all 

negative. 

CT scan of lower abdomen and pelvis did show 

thickening of the right erector spinae muscles, left 

iliopsoas muscle and left thigh muscles, as well as 

multiple left inguinal lymph nodes (Figure 1). Finally, 

biopsy of the left quadriceps muscle and subcutaneous 

nodules were performed, and they revealed non-

necrotizing granulomatous inflammation (Figure 3). 

Tuberculosis (TB) smear, cultures and polymerase chain 

reaction (PCR) from the lesions were negative. Fungal 

staining and cultures were also negative. Therefore, the 

diagnosis of sarcoidosis was made, and the prednisolone 

was increased to 15 mg daily and later added on 

azathioprine 50 mg daily. Serum Angiotensin 

Converting Enzyme (ACE) level was taken after 

treatment was started and it was normal 29 U/L (10-70 

U/L). Clinically he responded to the treatment with 

improving muscle power and regression of the 

subcutaneous nodules. His serum calcium and ESR 

normalized to 2.31 mmol/L and 33 mm/hr respectively. 

His post-treatment CT scan also revealed resolved 

inflammatory changes in all previous soft tissues and 

muscles (Figure 2). 

 

 
Figure 1. Computed tomography abdomen in axial view shows isodense thickening (white arrows) of the right erector spinae muscles (a), left 

iliopsoas muscle (b) and left thigh muscles (c,d) as well as multiple left inguinal lymph nodes (black arrow) 
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Figure 2. CT abdomen post treatment shows complete resolution of the muscle thickenings and left inguinal lymphadenopathy (arrows) 

 

 
Figure 3. Subcutaneous nodule biopsy showed non-caseating granulomatous lesion 

 

 

We found 103 well-described reported cases 

(1,5,7,12-62) in the English language literature of 

sarcoidosis involving the muscles and we are describing 

another one case in this review. The largest case series 

was reported by Otake et al., (46) in a single cohort of 

28 Japanese patients with muscular sarcoidosis, amongst 

their 457 sarcoidosis patients. The cohort consisted of 27 

women and one man, aged 30 to 80 years (mean 56 

years). A total of 20 patients had nodular type, and eight 

had the myopathic type.  

Due to the unavailability of the specific 

demographics details of each patients in Otake et al., 

case series, analysis of the other 76 individual cases of 

sarcoid myopathy including ours revealed that majority 

of the patients were female (n=50, 66.7%) with the mean 

age of presentation of 43.7±15.3 years (range 16 to 80 

years). The commonest type of muscular sarcoidosis 

published in the literature was the nodular type (n=49, 

65.3%) followed by chronic myopathy and myositic 

type (n=13, 17.3% respectively). Large proportion of the 

patients presented with muscle weakness (n=49, 64.5%) 

followed by muscle swelling, mass or nodules (n=34, 

44.7%). Two cases reported respiratory muscles 

involvement while one dysphagia. Only 7 (9.2%) cases 

presented as isolated sarcoid myopathy while 21 

(27.6%) had sarcoid myopathy as the onset of disease.  

Only 45 cases reported the race/ethnicity of the 

patients. 15 of them (33.3%) were Caucasians and 

Asians, while 12 (26.7%) were African-American or 

blacks. The rest were Spanish (n=2, 4.4%) and West 
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Indies (n=1, 2.2%). Serum creatine kinase (CK) was 

available in 35 cases. Only seven (20%) reported an 

increase in the CK level and the majority of them were 

in patients with acute myositis (5/9 patient). Serum 

Angiotensin Converting Enzyme (ACE) was only 

available from 24 cases, and 14 (58.3%) of them had 

documented an increase in the enzyme level.  

Treatment modalities were documented in 52 cases. 

The majority were treated with oral corticosteroids 

(n=44, 84.6%). Methotrexate (12-14,17,54) and 

azathioprine (13,14,59) were used in combination with 

corticosteroids in 6 cases. Two patients received 

hydroxychloroquine in combination with steroid 

treatment (7). Three patients were treated conservatively 

as they improved without any specific treatment 

(32,37,56). Four cases of nodular sarcoid myositis were 

treated with surgical debridement or excision 

(7,31,53,62). One of them also received radiotherapy 

(62). The majority had a very good response to 

corticosteroid, and only 2 cases reported partial response 

with the treatment (33,62). One patient responded to 

intra-lesional corticosteroid (48). Infliximab was used 

successfully in a case of sarcoid myositis who had 

relapsed with methotrexate and steroid (55). 

 

Discussion 
 

The first published case of sarcoidosis of the skeletal 

muscles was reported as early as 1908 by Licharew who 

presented a girl with many palpable nodules in the 

muscle (63). Asymptomatic muscular involvement is the 

most common type as granulomas can be found in the 

skeletal muscles up to 80% of patients with sarcoidosis 

(64). In patients with symptomatic muscle involvement 

of sarcoidosis, the most common type of presentation is 

chronic myopathy, and the less common types are the 

myositic type (16) and the nodular type (54,62).  

Chronic myopathic type occurs mainly in women 

aged between 50 and 60 years and is characterized by a 

slow progressive symmetrical weakness and atrophy of 

the proximal muscle groups (14,65). Similarly, in our 

case, it may mimic polymyositis or muscular dystrophy 

(13). The diagnosis of inflammatory myositis was first 

considered in this patient as there was no other organ 

especially pulmonary involvement, which is the 

commonest system involvement in sarcoidosis (13,66). 

Furthermore, symptomatic muscle involvement in 

sarcoidosis occurs in the chronic multi-systemic form of 

the disease and is rarely at its initial or as isolated 

presentation (67,68). In the prospective ACCESS study, 

only one of 215 patients had initial muscle involvement 

(69).Therefore, muscle biopsy is crucial in clinching the 

diagnosis.  

Not all patients with muscular sarcoidosis 

experienced elevated muscle enzymes. High serum 

creatine kinase (CK) typically occurs in the acute 

myositic form of sarcoidosis (19). This is consistent with 

our analysis of the literature in which majority of the 

patients with acute myositis (55.5%) reported an 

increase in CK level. Therefore, not surprisingly, our 

patient only developed high CK level at the initial acute 

presentation of sarcoid myositis, but later the level 

normalized despite persistent symptoms of muscle 

weakness. Due to poor sensitivity of muscle enzymes in 

chronic sarcoid myopathy, magnetic resonance imaging 

and gallium scintigraphy are the useful tools that can 

demonstrate muscle involvement in chronic myopathy 

(70,71).  

Sarcoidosis is a diagnostic challenge in countries 

where tuberculosis is endemic. However, physicians still 

need to keep sarcoidosis in the differential diagnosis due 

to clinical, histological and radiological similarities 

between the two conditions. As in our South East Asia 

setting, tuberculosis still has to be considered, but as 

Ziehl Neelson staining was negative, Sarcoidosis is 

more likely the diagnosis for our patient. There was no 

immunohistological staining done for our patient. But 

There are few immunohistochemical studies of the 

muscle biopsies from sarcoidosis patients, though 

Takanashi et al., (10) and Tews and Pongratz (11) did 

study the subset of lymphocytes immunohistochemically 

in biopsied muscles using the monoclonal antibody for 

the antigen on the lymphocytes’ surface markers. 

showed that the majority of infiltrating cells were 

macrophages and CD4-positive cells. They studied the 

distribution of these cells and found that CD4-positive 

cells accumulated in the center of granulomas, while 

CD8-positive cells accumulated at the periphery of 

granulomas. These findings are similar to the reported 

findings on granulomas within the lymph nodes or 

bronchoalveolar lavage fluid of sarcoidosis patients (12). 

For symptomatic muscle involvement of sarcoidosis, 

systemic corticosteroids are the treatment of choice, but 

relapses are commonly reported when the dose is 

tapered down (7,72).  

The evidence for other immunosuppressive agents, 

i.e. methotrexate, azathioprine and hydroxychloroquine 

are limited to few case series and some case reports (73). 

Experimental biological approaches with anti-tumor 

necrosis factors (infliximab and adalimumab) have been 

successfully used in refractory cases of sarcoidosis 

(55,74). 
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In conclusion, the clinical picture of sarcoidosis is 

variable as it is a complex multi-organ disease. 

Physicians should be aware of this diagnosis as it has a 

good response to corticosteroid treatment and delay in 

diagnosis may lead to chronic muscle atrophy and 

permanent sequelae of muscle weakness. 

 

References 
 

1. Costabel U. Skeletal muscle weakness, fatigue and 

sarcoidosis. Thorax 2005;60:1-2. 

2. Asano M, Minagawa T, Ohmichi M, Hiraga Y. Detection 

of endogenous cytokines in sera or in lymph nodes 

obtained from patients with sarcoidosis. Clin Exp 

Immunol 1991;84:92-6. 

3. Shijubo N, Imai K, Shigehara K, Honda Y, Koba H, 

Tsujisaki M, et al. Soluble intercellular adhesion 

molecule-1 (ICAM-1) in sera and bronchoalveolar lavage 

fluid of patients with idiopathic pulmonary fibrosis and 

pulmonary sarcoidosis. Clin Exp Immunol 1994;95:156-

61. 

4. Muller-Quernheim J. The cytokine network in 

sarcoidosis. Eur Cytokine Netw 1996;7:13-26. 

5. Silverstein A, Siltzbach LE. Muscle involvement in 

sarcoidosis. Asymptomatic, myositis, and myopathy. 

Arch Neurol 1969;21:235-41. 

6. Otake S, Ishigaki T. Muscular sarcoidosis. Semin 

Musculoskelet Radiol 2001;5:167-70. 

7. Fayad F, Liote F, Berenbaum F, Orcel P, Bardin T. 

Muscle involvement in sarcoidosis: a retrospective and 

followup studies. J Rheumatol 2006;33:98-103. 

8. Anakwenze OA, Kancherla V, Hatch M, Brooks JS, 

Ogilvie CM. Primary musculoskeletal sarcoidosis. 

Orthopedics 2010;33. 

9. Pringle CE, Dewar CL. Respiratory muscle involvement 

in severe sarcoid myositis. Muscle Nerve 1997;20:379-

81. 

10. Ost D, Yeldandi A, Cugell D. Acute sarcoid myositis with 

respiratory muscle involvement. Case report and review 

of the literature. Chest 1995;107:879-82. 

11.  Levine CD, Miller JJ, Stanislaus G, Wachsberg RH, 

Simmons M. Sarcoid myopathy: Imaging findings. J Clin 

Ultrasound 1997;25:515-7. 

12. Y. Ahmedani FQ GK. Sarcoidosis presenting as Proximal 

Myopathy. J Pak Med Assoc 2003;53. 

13. Sepulveda-Sanchez JM, Villarejo-Galende A, Cabello A, 

Alonso-Ortiz A, Ibero-Esparza C, Porta-Etessam J. 

[Sarcoid myopathy. Report of two cases and review of the 

bibliography]. Rev Neurol 2005;41:159-62. 

14. Scola RH, Werneck LC, Prevedello DMS, Greboge P, 

Iwamoto FM. Symptomatic muscle involvement in 

neurosarcoidosis: a clinicopathological study of 5 cases. 

Arq Neuropsiquiatr 2001;59:347-52. 

15. Berger C, Sommer C, Meinck HM. Isolated sarcoid 

myopathy. Muscle Nerve 2002;26:553-6. 

16. Kobak S, Yalcin M, Sever F, Oncel G. Sarcoidosis 

Presenting as Lofgren's Syndrome with Myopathy. Case 

Rep Rheumatol 2013;2013:125251. 

17. Fujita H, Ishimatsu Y, Motomura M, Kakugawa T, 

Sakamoto N, Hayashi T, et al. A case of acute sarcoid 

myositis treated with weekly low-dose methotrexate. 

Muscle Nerve 2011;44:994-9. 

18. Guo M, Lemos L, Baliga M. Nodular Sarcoid Myositis of 

Skeletal Muscle Diagnosed by Fine Needle Aspiration 

Biopsy. Acta Cytologica 1999;43:1171-6. 

19. Dewberry RG, Schneider BF, Cale WF, Phillips LH, 2nd. 

Sarcoid myopathy presenting with diaphragm weakness. 

Muscle Nerve 1993;16:832-5. 

20. Schydlowsky P, Remvig L. [Sarcoidosis presenting as 

symptomatic myopathy]. Ugeskr Laeger 1993;155:807-8. 

21. Sugo A, Seyama K, Yaguchi T, Noto K, Kira S, 

Yamaguchi H. [Cardiac sarcoidosis with myopathy and 

advanced A-V nodal block in a woman with a previous 

diagnosis of sarcoidosis]. Nihon Kyobu Shikkan Gakkai 

Zasshi 1995;33:1111-8. 

22. A L. Moskauer venerologische und dermatotogische 

Gesellschaft. Dermat Zentralb 1908;11:253-4. 

23. Zur frage des Boeckschen lupoids. Arch Derm Syph 

1914;119:133-5. 

24. Mucha V. Orzechowski K. Ein Fall von Tuberkuloser 

Dermatomyositis. Wien Klin Wschr 1919;32:25. 

25. Sundelin F. Tumeurs multiples disseminees dan les 

muscles des extremites et rappelant la tuberculose par leur 

structure histologique. Acta Med Scand 1925;62:442-60. 

26. Bergel A. Scharff O. Zur internen Klinik des Boeckschen 

Miliarlupoids. Wien Klin Wschr 1933;46:1224-127. 

27. Longcope WT, Pierson JW. Boeck's sarcoid (sarcoidosis). 

Bull Johns Hopkins Hosp 1937;60:223-96. 

28. Harrell GT. Generalized sarcoidosis of Boeck. Arch 

intern Med 1940;65:1003-4. 

29. Snorrason E. Myositis fibrosa progressiva-

Lymphogranulomatosis benigna Boeck. Nord Med 

1947;36:2424-5. 

30. Bates GS, Walsh JM. Boeck's sarcoid; observations on 

seven patients, one autopsy. Ann Intern Med 

1948;29:306-17. 

31. Krabbe KH. Muscular localization of benign 

lymphogranulomatosis. Acta Med Scand 1949;136:193-8. 

32. Vismans JBM. Besnier-Boeck's disease with localization 

in certain muscles. Ned Tijdschr Geneeskd 1951;95:3870-

3. 

33. Powell LW, Jr. Sarcoidosis of skeletal muscle; report of 6 



S. S. Shaharir, et al. 

    Acta Medica Iranica, Vol. 55, No. 12 (2017)    805 

cases and review of the literature. Am J Clin Pathol 

1953;23:881-9. 

34. Klotz HP, Rubens-Duval A, Desse G, Chimenes. The 

muscular form of Besnier-Boeck-Schaumann disease. 

Rev Prat 1955;5:132-7. 

35. Lafon R, Pages P, Passouant P, Labauge R, Minvielle J, 

Pages A. Muscular localizations of Besnier-Boeck-

Schaumann disease; report of three cases. Rev Neurol 

(Paris) 1955;92:557-63. 

36. Goodson WH, Jr. Neurologic manifestations of 

sarcoidosis. South Med J 1960;53:1111-6. 

37. Ozer FL, Johnson WA, Waggener JD. Muscular 

sarcoidosis; a case with "tumour" formation. Lancet 

1961;1:22-4. 

38. Eguro H, Yabuki M. Sarcoidosis of the skeletal muscle 

with tumor formation. A case report and review of the 

literature. Yokohama Med Bull 1966;17:75-90. 

39. Larcan A, Guerci O, Floquet J, Bey P. Isolation muscular 

sarcoidosis of tumoral form. Ann Med Interne (Paris) 

1971;122:119-20. 

40. Turiaf J, Battesti JP, Basset F. Hypertrophic nodular 

muscular sarcoidosis. Ann Med Interne (Paris) 

1975;126:503-8. 

41. Bucholz R. Sarcoid tumor in skeletal muscle. A case 

report. Clin Orthop Relat Res 1978;131:224-6. 

42. Vital C, Vallat JM, Gruyer G, Coquet M, Rivel J. Etude 

anatomo-clinique de vingt-cinq cas de sarcoidose 

musculaire. Anat Cytol Pathol 1980:214-21. 

43. Caroit M. BE. Un case de sarcoidose musculaire a la 

forme nodulaire. Rev Rhum 1980;47:379-80. 

44. Cameron HU. Symmetrical muscle contractures in 

tumorous sarcoidosis: report of a case. Clin Orthop Relat 

Res 1981;155:108-10. 

45. Montejo Baranda M, Martinez Gutierrez E, Arrinda 

Yeregui JM, Aguirre Errasti C. Nodular myositis as the 

initial manifestation of sarcoidosis. Med Clin (Barc) 

1983;81:739-40. 

46. Otake S. Sarcoidosis involving skeletal muscle: imaging 

findings and relative value of imaging procedures. AJR 

Am J Roentgenol 1994;162:369-75. 

47. Kurashima K, Shimizu H, Ogawa H, Ohka T, Nobata K, 

Ueno K, et al. MR and CT in the evaluation of sarcoid 

myopathy. J Comput Assist Tomogr 1991;15:1004-7. 

48. Janssen M, Dijkmans BA, Eulderink F. Muscle cramps in 

the calf as presenting symptom of sarcoidosis. Ann 

Rheum Dis 1991;50:51-2. 

49. Kobayashi H, Kotoura Y, Sakahara H, Yamamuro T, 

Endo K, Konishi J. Solitary muscular sarcoidosis: CT, 

MRI, and scintigraphic characteristics. Skeletal Radiol 

1994;23:293-5. 

50. Hermosilla E, Lagueny A, Kien P, Coquet M, Puymirat E. 

Localized muscular hypertrophy in a familial form of 

sarcoidosis. Rev Med Interne 1995;16:843-6. 

51. Edan G, Bourguet P, Delaval P, Herry JY. Gallium-67 

Imaging in Muscular Sarcoidosis. J Nuc Ã Med 

1984;25:776-8. 

52. Ahmad Z, Skinner J, Field R. Sarcoid myositis: a rare 

presentation. BMJ Case Reports 2010;2010. 

53. Yamamoto T, Nagira K, Akisue T, Marui T, Hitora T, 

Nakatani T, et al. Aspiration biopsy of nodular 

sarcoidosis of the muscle. Diagn Cytopathol 

2002;26:109-12. 

54. Marie I, Levesque H, Manrique A, Vera P, Mehdaoui A. 

Positron emission tomography in the diagnosis of 

muscular sarcoidosis. Am J Med 2007;120:e1-2. 

55. Marie I, Lahaxe L, Vera P, Edet-Samson A. Follow-up of 

muscular sarcoidosis using fluorodeoxyglucose positron 

emission tomography. QJM 2010;103:1000-2. 

56. Saharan S, Majithia V. Isolated muscle mass as an initial 

presentation of sarcoidosis: a case report and discussion. J 

Miss State Med Assoc 2008;49:107-9. 

57. Takuma H, Murayama S, Watanabe M, Saito Y, Ugawa 

Y, Kanazawa I. A severe case of subacute sarcoid 

myositis. J Neurol Sci 2000;175:140-4. 

58. Yamada H, Ishii W, Ito S, Iwanami K, Ogishima H, 

Suzuki T, et al. Sarcoid myositis with muscle weakness as 

a presenting symptom. Mod Rheumatol 2007;17:243-6. 

59. Karadeli E, Ulu EM. Acute sarcoid myositis with unusual 

radiologic findings. Diagn Interv Imaging 2010;16:232-5. 

60. Bell JR, Withrington RH, Entwisle KG. Case of the 

month. TB or not TB? Br J Radiol 2000;73:1127-8. 

61. Warburg M. A case of symmetrical muscular contractures 

due to sarcoidosis. J Neuropathol Exp Neurol 

1955;14:313-5. 

62. Zisman DA, Biermann JS, Martinez FJ, Devaney KO, 

Lynch JP, 3rd. Sarcoidosis presenting as a tumorlike 

muscular lesion. Case report and review of the literature. 

Medicine (Baltimore) 1999;78:112-22. 

63. Licharew W. Moskauer venerologische und 

dermatologische Gesellschaft. Dermatol Zentralbl 

1908;11:235. 

64. Stjernberg N, Cajander S, Truedsson H, Uddenfeldt P. 

Muscle involvement in sarcoidosis. Acta Med Scand 

1981;209:213-6. 

65. Kidd D, Beynon HL. The neurological complications of 

systemic sarcoidosis. Sarcoidosis Vasc Diffuse Lung Dis 

2003;20:85-94. 

66. Teirstein A. Neuromuscular sarcoidosis. Semin Respir 

Crit Care Med 2002;23:505-12. 

67. Berger C SC, Memik HM. Isolated sarcoidosis myopathy. 

Muscle Nerve 2002;26:553-6. 

68. Ahmedani Y, Qadir F, Khalid G. Sarcoidosis presenting 



Sarcoid myopathy mimicking polymyositis 

806    Acta Medica Iranica, Vol. 55, No. 12  (2017)    

as Proximal Myopathy. JPMA 2003;53:1. 

69. Judson MA BR, Thompson BW, Teirstein AS, Terrin 

ML, Rossman MD, et al. Two year prognosis of 

sarcoidosis: the ACCESS experience. Sarcoidosis Vasc 

Diffuse Lung Dis 2003;20:204-11. 

70. Suehiro S, Shiokawa S, Taniguchi S, Sakai Y, Goda H, 

Shiratsuchi M, et al. Gallium-67 scintigraphy in the 

diagnosis and management of chronic sarcoid myopathy. 

Clin Rheumatol 2003;22:146-8. 

71. Sohn HS, Kim EN, Park JM, Chung YA. Muscular 

sarcoidosis: Ga-67 scintigraphy and magnetic resonance 

imaging. Clin Nucl Med 2001;26:29-32. 

72. Gottlieb JE, Israel HL, Steiner RM, Triolo J, Patrick H. 

Outcome in sarcoidosis : The relationship of relapse to 

corticosteroid therapy. Chest J 1997;111:623-31. 

73. Statement on sarcoidosis. Joint Statement of the 

American Thoracic Society (ATS), the European 

Respiratory Society (ERS) and the World Association of 

Sarcoidosis and Other Granulomatous Disorders 

(WASOG) adopted by the ATS Board of Directors and by 

the ERS Executive Committee, February 1999. Am J 

Respir Crit Care Med 1999;160:736-55. 

74. Saleh S, Ghodsian S, Yakimova V, Henderson J, Sharma 

OP. Effectiveness of infliximab in treating selected 

patients with sarcoidosis. Respir Med 2006;100:2053-9.

 

  


