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Abstract
Sarcoidosis is a benign systemic granulomatosis of unknown etiology. Interstitial parenchymal involvement
is typical. The pseudoalveolar form is atypical, often acute in onset, and difficult to diagnose; however, it
rapidly improves with corticosteroid therapy. Here, we report a case of pseudoalveolar sarcoidosis with
distinct and confusing radiological and clinical presentation in a young female patient. Through this work,
we emphasize the rarity of this pseudoalveolar form, the difficulty of making an early diagnosis, and the
importance of considering it early. Finally, we discuss the excellent response of this unusual form of
sarcoidosis to corticosteroid therapy and the importance of starting therapy early.
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Introduction
Sarcoidosis is a systemic granulomatous disease with an unknown etiology, with the most common form
being mediastino-pulmonary sarcoidosis. The most common manifestations of the disease are the
involvement of the hilar and mediastinal lymph nodes. The pseudoalveolar form is uncommon, frequently
acute, and may be isolated or associated with mediastinal lymph node involvement. This form is easily
confused with various respiratory diseases, resulting in frequent diagnostic delays. Histology forms the base
and the rest of the factors support the diagnosis. Although spontaneous regression is possible, the disease
can be chronic and can be effectively treated by oral corticosteroid therapy.

Case Presentation
Here, we present the case of a 50-year-old Black female with no significant history and no professional
or environmental exposure. Six months before her admission, she presented with a dry cough, dyspnea on
exertion, and polyarthralgia of inflammatory appearance in the context of feverish sensations but
conservation of the general state. Clinical examination of the pleura and lungs showed a bilateral
condensation syndrome associated with increased vocal vibrations, maturity, and crackling rales. The chest
X-ray showed an alveolar syndrome of homogeneous dense opacity poorly limited in the perihilar left, dense
opacity in the subpleural level of the right upper lobe, and right nodular opacities (Figure 1).
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FIGURE 1: Posteroanterior chest radiograph demonstrates bilateral
alveolar syndrome with foci condensation.
The image shows homogeneous dense opacity, poorly limited left upper, a dense opacity located in the subpleural
level of the right upper lobe extended bilaterally, and opacities of nodular type in the right.

Sputum microscopy and sputum Xpert gene were negative. The sedimentation rate was 88 mm/hour in the

first hour. The hemogram showed hyperleukocytosis of 12,000/mm3 and lymphopenia of 14,150/mm3. After
10 days of antibiotic therapy (amoxicillin + clavulanic acid: 3 g/day), no clinical improvement or
radiographic changes were noted. The thoracic computed tomography (CT) scan showed bilateral hilar
opacities with a pseudomass appearance with diffuse nodular lesions in both the pulmonary and subpleural
fields and bilateral mediastinal-hilar adenopathies with calcifications (Figure 2).
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FIGURE 2: Chest computed tomography scan in the parenchymal
window showing foci of alveolar consolidation.
The images show confluent parenchymatous condensations in bilateral hilar patches with a pseudomass
appearance and diffuse nodular lesions in both the pulmonary and subpleural fields.

Bronchoscopy showed thick spurs in the right upper lobar bronchus with no visible buds and granulomas,
but the left bronchi were unremarkable. Staged bronchial biopsies showed bronchial mucosa reworked by a
non-specific chronic inflammatory lesion in a discrete acute flare, with no definite diagnosis or malignancy.
Cytology was hematic and discreetly inflammatory, without suspicious cells. The search for an acid-alcohol-
resistant bacillus in the bronchial aspirates was negative, and the bronchoalveolar lavage (BAL) showed a
lymphocytic predominance. Transbronchial biopsy showed granulomatous inflammation consisting of
mono and polynucleated cells and epithelioid giant cells without caseation (Figure 3).

FIGURE 3: Tuberculoid granulomatous inflammatory lesion.
Microscopic examination shows a dense thickened fibrous tissue hyalinized in places and infiltrated by mono and
polynucleated inflammatory elements with epithelial and giant cells forming nodules without true necrosis and
histological signs of malignancy (hematoxylin and eosin, 4×).

The angiotensin-converting enzyme assay showed a serum activity of 62 IU/L. The phosphocalcic balance
showed normal blood calcium and phosphorus levels with a high urinary phosphorus level of 1,454.00 mg/L
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or 1,366.76 mg/24 hours. The biopsy of the salivary glands showed a discrete and non-specific interstitial
sialadenitis of degree 1 of Chisholm and Mason. Corticosteroid therapy with prednisone 40 mg/day was
started with regression of dyspnea and respiratory function abnormalities after one month, with the
radiographic abnormalities beginning to clear. Spirometry was performed as part of the follow-up
assessment, showing a flow-volume curve at the limit of normal with a forced vital capacity of 81% and a
Tiffeneau ratio of 97% (Table 1).

FVC FEV1 FEV1/FVC DEP

81% 92% 97% 103%

TABLE 1: Spirometry follow-up assessment.
The table shows a flow-volume curve at the limit of normal with an FVC of 81% and a Tiffeneau ratio of 97%.

FVC = forced vital capacity; FEV1 = forced expiratory volume in the first second

Discussion
Sarcoidosis is an inflammatory, multisystemic disease of unknown cause with a wide range of clinical
manifestations. Although the disorder can affect virtually any organ in the body, it predominantly affects
the lungs, lymphatic system, skin, eyes, or a combination of these sites. It is characterized by the formation
of non-caseating granulomas [1]. Atypical manifestations, such as the pseudoalveolar form, can
indicate a range of differential diagnoses, causing a diagnostic delay.

In our study, we report the pseudoalveolar form of sarcoidosis in a 50-year-old Black woman. This is in
agreement with the literature, which indicates a female predominance and a peak at 45-65 years,
corresponding to the perimenopausal peak incidence [2].

Pseudoalveolar sarcoidosis may be revealed by a non-regressive pneumonia presentation, despite adequate
antibiotic therapy [3]. This offers a set of diagnostic hypotheses, notably mycobacterial infections, especially
in a region with high prevalence. Many paraclinical investigations are necessary before the diagnosis of
sarcoidosis is posed [4]. In our case, in view of the alveolar opacity in chest X-rays, inflammatory syndrome,
and lymphopenia, antibiotics were administered for 10 days, with no clinical or radiological improvement.
Because of a lack of response, sputum bacilloscopy and molecular mycobacterial testing were negative.
Later, a search of mycobacterial infections during a bronchoscopy was negative.

The CT findings in pulmonary sarcoidosis are very broad, with the most common lesions being diffuse
micronodules with irregular contours associated with a lymphatic distribution. A CT scan can reveal alveolar
condensation or ground glass. In rare cases where these images are in the foreground, conjunction with
bilateral lymphadenopathy and micronodules are highly suggestive of the diagnosis. CT also helps to
distinguish reversible inflammatory lung lesions under treatment (nodules, confluent nodules, and alveolar
condensation) from irreversible fibrous lesions (retraction and honeycomb) [5].

In our case, the CT scan showed confluent parenchymatous condensations in bilateral hilar patches with a
pseudomass appearance with diffuse nodular lesions in both pulmonary and subpleural fields and bilateral
mediastinal-hilar adenopathies with calcifications, thus pointing to a pseudoalveolar form of sarcoïdosis.

The most typical histological finding is the tuberculous non-caseous granuloma [4,6]. Positive histological
findings are found in 80-90% of sarcoidosis cases.

The CT-guided biopsy showed the presence of a tuberculoid granulomatous inflammatory lesion composed
of mono and polynucleated cells with epithelioid and giant cells forming nodules without caseous necrosis.

Bronchial fibroscopy represents a critical examination, allowing bronchial and transbronchial biopsies. The
BAL preferentially oriented toward the territories affected makes it possible to eliminate other etiologies of
the chronic alveolar syndrome (eosinophil lung) and shows a comparable cell profile to the usual forms of
sarcoidosis. In our case, the BAL showed a lymphocytic predominance [7,8].

All biological, histological, and radiological findings, eliminating other causes of granulomatous etiologies,
led to the diagnosis of sarcoidosis. The excellent evolution under corticosteroids during follow-up further
confirmed the diagnosis.

Conclusions
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Pulmonary sarcoidosis in its pseudoalveolar form is rare and rather confusing, constituting a diagnostic trap
that should not be ignored in respiratory pathology. We emphasize the rarity of this form and the difficulty
of establishing the diagnosis, along with the importance of thinking about it early, especially when there is a
discrepancy between the extent of the alveolar syndrome and the noisy nature of the clinical symptoms. We
also propose a review of the literature concerning this atypical form of sarcoidosis.
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