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Abstract 
The aim of this study was to report a case of multi-visceral sarcoidosis at the 
Mother-Child Hospital Center (CHME) “Le Luxembourg” in Bamako, Mali. 
Observation: This is a patient aged 62 at the time of consultation, a housewife, 
residing in the Banconi district, who was referred to us for thorac-
ic-abdominopelvic imaging for chronic liver disease. After several diagnostic er-
rors, the thoracic-abdominopelvic CT scan and liver MRI performed in our 
center showed, at the thoracoabdominal level, bilateral diffuse pulmonary mi-
cronodules and bilateral mediastinal-hilar lymphadenopathy; on the abdominal 
level, a dysmorphic liver with plaques of steatosis and a granular appearance of 
the liver parenchyma without periportal fibrosis. These imaging data combined 
with those from the liver nodule biopsy and biology confirmed the diagnosis of 
sarcoidosis type II. Treatment with corticosteroids gave satisfactory results and 
the patient recovered after 18 months. Clinical and CT monitoring 2 years from 
the start of the disease and 2 months from the end of treatment showed com-
plete resolution of the lesions. Conclusion: The multi-visceral location of sar-
coidosis is an entity whose diagnosis remains difficult; diagnostic and interven-
tional imaging has an important place in its management. 
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1. Introduction 

Sarcoidosis is a systemic disease of unknown cause characterized by the formation 
of immune granulomas in affected organs. The mediastinal-pulmonary sphere and 
the lymphatic system constitute the predilection sites of the disease [1] [2]. It af-
fects young adults of both sexes between 25 and 45 years old. In 86% - 92% of 
cases, it causes mediastinal-pulmonary involvement. Ophthalmic, dermatologi-
cal, peripheral lymph node and hematological disorders are encountered in 10% 
to 30% of cases [3]. The prevalence of the disease is estimated at 1 to 40 cases per 
100,000 inhabitants [3]. It is difficult to determine precisely due to the latent na-
ture of many disorders and the great variability of clinical presentation. The in-
cidence varies according to sex, age, ethnicity and geographic origin. It is esti-
mated at 15/100,000 in men and 22/100,000 in women [4]. A peak incidence oc-
curs between the ages of 20 and 40 (70% of cases) [2]. A second peri-menopausal 
peak is observed after age 50 among women in Europe and Japan [3]. Sarcoido-
sis is rare before the age of 20 and after the age of 65. The incidence is four times 
higher among African Americans than among Caucasians [5]. The cause of sar-
coidosis remains unknown. It is likely that one or more etiological factors of an 
infectious or environmental nature could trigger an exaggerated immune reac-
tion in genetically predisposed individuals, thus creating a model of au-
to-inflammatory disease [6]. Its diagnosis is based on a combination of clinical, 
radiological, biological, immunopathological, and histopathological arguments 
and the exclusion of any other condition likely to resemble it [3]. Computed 
tomography (CT) is an essential examination of atypical manifestations of the 
disease to avoid any confusion with differential diagnoses and sometimes 
comorbidities [7]. 

The evolution is most often spontaneously favorable in less than two years. 
However, in a third of cases, respiratory complications develop which develop 
into pulmonary or extra-respiratory fibrosis which threatens the functional or 
even vital prognosis [6]. Corticosteroid therapy and various immunosuppressive 
treatments most often control granulomatous lesions and abnormal cytokine 
production. However, these treatments have a purely suspensive effect. They are 
ineffective on established fibrosis lesions [6]. 

The objective of this study was to present a case of multi-visceral sarcoidosis 
detected on CT after several diagnostic errors at the Mother-Child Hospital 
Center (CHME) “Le Luxembourg” in Bamako, Mali. 

2. Observation 

The patient was a 62-year-old multiparous housewife residing in the Banconi 
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district, referred for a thoracic-abdominopelvic scan to evaluate the lesions of 
chronic liver disease. 

As a reminder, the patient had an abdominal CT scan, low-field magnetic 
resonance imaging (MRI) of the liver and liver biological tests on August 20 and 
28, 2018. These radiological examinations (CT and MRI) established the diagno-
sis of hepatic cirrhosis with regenerative nodules and chronic liver disease. A se-
ries of biopsies in different health establishments in Bamako (Figure 1) and his-
topathological examination revealed hepatocellular carcinoma on cirrhotic liver. 

Given the persistence of clinical signs of dyspnea, cough and fever of un-
known origin and the lack of improvement under medications whose names are 
unknown, a thoraco-abdominal scanner was requested to evaluate the lesions 
previously described on August 20 and 28, 2018. Paraclinical examination, tho-
racic-abdominopelvic scanner (Figures 1-3) and Hepatic MRI (Figure 4) were car-
ried out in the imaging department of the Mother-Child Hospital “Le Luxembourg” 
on September 10, 2018, using a 16-section HITACHI device, without and with 
injection of 100 ml of contrast product (Iomeron 350 mg), diffuse pulmonary 
micronodules were noted in the thoracic area in both pulmonary fields, medias-
tino-hilar lymphadenopathy; at the abdominopelvic level a dysmorphic liver  

 

 
Figure 1. Thoracic CT scans (axial parenchymal window maximum intensity projection) 
(a) and (b) multiple disseminated micronodules in both lung fields. 

 

 

Figure 2. Thoracic CT scans (mediastinal window) bilateral hilar and subcarinal lym-
phadenopathies. 
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Figure 3. Abdominal CT scans (axial) (a) without contrast injection, (b) after contrast in-
jection, showing dysmorphic liver with areas of steatosis, micronodules, and splenomeg-
aly. 

 

 

Figure 4. Hepatic MRI (out phase and in phase) showing a dysmorphic liver. 
 

with plaques of steatosis and a granular appearance of the liver parenchyma 
without periportal fibrosis compatible with stage II sarcoidosis. This review dis-
agreed with previous reviews. On biology, we noted hypercalcemia without un-
derlying neoplasia. In the respiratory function test (EFR), we found an FEV of 
3300 L or 106%, a Tiffeneau of 80%, a Total Lung Capacity (CPT) of 124%, a 
forced vital capacity FVC of 67% and a diffusion capacity carbon monoxide 
(DLCO) at 92% of the theoretical value. Bronchial fibroscopy with bronchoalve-
olar washing (BAL), including cytology in bronchoalveolar washing (BAL) could 
not be performed. However, the search for acid-fast bacilli (AFB) on direct ex-
amination, and the culture of Koch bacillus (BK) were negative in the bronchial 
aspirate fluid and in the BAL. 

The coagulation profile was normal. Laboratory tests showed elevated angio-
tensin-converting enzyme levels to 210 U/L (20 - 70 U/L). The histology of biop-
sies of liver nodules with pieces sent to Senegal and France showed the presence 
of granulomas. These results were consistent with those of the imaging, there-
fore confirming stage II sarcoidosis, without signs of malignancy or mycobacte-
rial infection or schistosomiasis. 

Corticosteroid therapy was started and gave satisfactory results the week fol-
lowing the imaging. The starting dose was 1 mg/kg/day of prednisone equiva-
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lent. The total treatment duration was 18 months. At the end of corticosteroid 
therapy, a complete remission of clinical signs was noted. The CT scan 2 years 
from the start of the disease, i.e. 2 months after the end of medical treatment, 
noted a resolution of the pulmonary and abdominopelvic lesions. 

3. Discussion 

Sarcoidosis is discovered at a variable stage, sometimes long after its actual on-
set. Its diagnosis is based on clinical, radiological and biological arguments and 
must be confirmed by the demonstration of tuberculoid granulomatous lesions 
from well-chosen biopsy samples [6]. In this observation, the diagnosis was sug-
gested by CT scan and MRI in the face of diagnostic errors and a vague symp-
tomatology evolving over eight months. It was confirmed by histology of biop-
sies of liver nodules, in a 65-year-old non-smoking patient with no occupational 
exposure. The diagnosis of sarcoidosis must make it possible to exclude any oth-
er condition likely to resemble it [3]. The thoracic-abdominopelvic CT scan 
showed diffuse pulmonary micronodules in both lung fields (Figure 1), medias-
tinal-hilar lymphadenopathy (Figure 2), associated with MRI, granulomatous 
hepatitis without peri-portal fibrosis (Figure 3 and Figure 4) classified as stage II 
sarcoidosis. This same observation was found in the literature with the im-
portance of imaging in the diagnosis of Sarcoidosis, also in the work of S. 
Louhaichi et al., therefore the chest CT showed mediastinal lymphadenopathy in 
87% of cases, its Mediastinal lymphadenopathy was isolated and associated with 
alveolar-interstitial opacities [8]. However, a significant elevation associated with 
clinical signs of multiorgan involvement is suggestive of Sarcoidosis. During 
sarcoidosis, 10% to 20% of patients have hypercalcemia [9]. The hypercalcemia 
found in our observation was without underlying neoplasia. Abnormalities in 
the respiratory function test (EFR) in particular with a forced vital capacity FVC 
less than 65% and a diffusion capacity of carbon monoxide (DLCO) less than 
60% of the theoretical value take into account the indication for treatment [10] 
[11]. In our observation the EFR found an FEV1 at 3300 L or 106%, a Tiffeneau 
80%, a Total Lung Capacity (TLC) at 124%, a forced vital capacity FVC at 67% 
and a DLCO at 92% of the theoretical value. Bronchial fibroscopy with bron-
choalveolar washing (BAL), for which cytology in the BAL could not be per-
formed. But the search for Acid-fast Bacilli (AFB) on direct examination, and 
the culture of Koch Bacillus (BK) were negative in the bronchial aspirate fluid 
and in the BAL. Oral corticosteroid therapy is the standard treatment for sar-
coidosis; it aims to inhibit the granulomatous reaction in order to prevent or 
reduce the functional impairment of the affected organ. With a starting dose of 
between 0.5 to 1 mg/kg/day for a minimum duration of 12 months. Other lines 
of drug treatment are also used. Treatment can be started immediately or after a 
period of observation. The treatments stabilize or regress the lesions but do not 
influence the natural history of the disease. Therapeutic abstention is considered 
in the event of type I or II mediastino-pulmonary involvement and without any 
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other associated extra-pulmonary location. In our context, in addition to the 
pulmonary and mediastinal lesions, there were liver lesions, which is why she 
benefited from long-term corticosteroid therapy with a starting dose equal to 1 
mg/kg/d equivalent of prednisone. The total treatment duration was 18 months. 
At the end of corticosteroid therapy, a complete remission of clinical signs was 
noted. Patients must be followed regularly for 2 years following diagnosis [3]. 
Stages I can be followed every 6 months. Patients in stages II, III or IV should 
initially be followed every 3 to 6 months. In our context, the scan control at 18 
months of medical treatment noted a resolution of the pulmonary and abdom-
inopelvic lesions. 

4. Conclusion 

Sarcoidosis is a systemic disease of unknown origin characterized by the for-
mation of immune granulomas, most commonly affecting the lungs and lym-
phatic system, as well as other organs. The symptoms of sarcoidosis are nonspe-
cific and can vary greatly depending on the organ involvement and disease pro-
gression. Multi-visceral localization of sarcoidosis constitutes a challenging enti-
ty, where diagnostic imaging and interventions play an important role in man-
agement. A multidisciplinary approach is necessary 
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