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ABSTRACT
Objective: This case study, conducted in the state of Rio Grande do Sul (RS), Brazil, aims to determine the local profile of
sarcoidosis, describing patient characteristics, clinical presentation and pulmonary function, as well as analyzing the results
of radiological, histopathological and biochemical tests, at the time of diagnosis in a series of sarcoidosis patients.
Methods: A retrospective study of 92 patients with sarcoidosis treated at the Pavilhão Pereira Filho (Pereira Filho
[Respiratory Diseases Hospital] of the Hospital Santa Casa complex, in the city of Porto Alegre, RS, between 1990 and
2003. The protocol included the collection of clinical, biochemical, radiological, spirometric and histological data. Results:
There was no significant gender-based difference in frequency (men, 42%; women, 58%). Mean age was 41.8 ± 14.1 years,
with 87% of patients being between 20 and 60 years old. Caucasians predominated (84%). Most patients (61%) had never
smoked, 29% were former smokers, and 10% were current smokers. The majority (33%) of the diagnoses were made in
winter. Among the clinical findings, it is of note that 12% were asymptomatic, 18% presented pulmonary symptoms only,
22% presented extrapulmonary symptoms only, and 48% presented pulmonary and extrapulmonary symptoms. Spirometry
was performed in 79% of patients at the time of diagnosis. In 45% of those patients, abnormal results were obtained: a
restrictive pattern was seen in 23%, an obstructive pattern in 18% and a mixed pattern in 4%. Classification by radiological
type revealed that 30% were stage I, 48% were stage II, and 22% were stage III. Conclusion: The findings of this study are
quite similar to those of other studies in the literature, particularly those conducted in Europe.
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INTRODUCTION

Sarcoidosis is a multisystemic granulomatous
disease of unknown cause, presenting an increased
cellular immune response, particularly by CD4 cells
and macrophages. (1-6) Despite the fact that
sarcoidosis may affect any compartment of the
organism, the lungs and intrathoracic ganglia are
the preferred locations and are affected in 90% of
cases.(7-8) Immune mechanisms are important in the
pathogenesis, assuming that various factors can
trigger the cascade of immunological and
inflammatory events that characterize the disease.(9)

Genetic and racial factors can also increase
susceptibility to sarcoidosis.

Epidemiological studies conducted in various
regions have demonstrated considerable
differences in the prevalence, seasonality and
clinical presentation of sarcoidosis.(10-19) The disease
typically affects young people between 20 and 40
years of age, occurring with equal frequency in
men and women.(20)

In sarcoidosis, systemic involvement and the
alterations seen in the various organs vary
depending on the geographic region and on the
characteristics of the referral centers.

A diagnosis of sarcoidosis is made by exclusion
and depends upon a set of clinical findings,
radiological findings and laboratory test results. A
radiological finding of hilar bilateral adenopathies
in an asymptomatic patient is highly suggestive of
sarcoidosis.(21)

The basic histopathological finding is well-
formed noncaseating granuloma, without necrosis,
with abundant epithelioid and multinucleated giant
cells, surrounded by a ring of lymphocytes. In the
differential diagnosis, granulomatous diseases of
known causes and high prevalence in our region,
such as tuberculosis and systemic mycosis, should
be considered.(20, 22-24)

The treatment of sarcoidosis is aimed at control
of the symptoms, recovery of function and
regression of the lesions. As a rule, asymptomatic
patients should be monitored but do not require
treatment. In the last few decades, the use of
systemic corticosteroids has gained increasing
support as the therapy of choice for patients with
the chronic form of the disease or for those
suffering periods of exacerbation.(6,25-26)

In general, sarcoidosis resolves spontaneously.

Indicators favoring a cure are type I radiological
findings, or type I and type II radiological findings
accompanied by clinical findings consistent with
the acute or subacute form of the disease. Type
III radiological findings and clinical findings
consistent with the chronic form of the disease, as
well as spirometric abnormalities, especially forced
vital capacity below 1.5 liters, are indicators of a
worse prognosis. Death from sarcoidosis is a rare
event, occurring only in cases of multiple organ
failure caused by irreversible fibrosis.(27-28)

In 1999, several international societies (jointly)
published a set of guidelines that serve as an aid
to those interested in this disease.(1-2)

There have been no recent publications reporting
large case series of Brazilian patients with
sarcoidosis. This was yet another motivation for the
present study, which had the objective of evaluating
the data obtained from a group of patients
diagnosed with sarcoidosis and establishing a profile
of the disease in our region. To that end, data that
characterize patients with sarcoidosis were collected.
In addition, clinical manifestations, diagnostic
procedures and treatment were evaluated.

METHODS

This was a transversal, retrospective study that was
conducted in the Department of Pulmonology,
Thoracic Surgery and Radiological Diagnosis at the
Pavilhão Pereira Filho (Pereira Filho Hospital) of the
Santa Casa Hospital Complex of Porto Alegre, a
university hospital. The local Ethics in Research
Committee approved the study design.

The hospital records of 123 patients diagnosed
with sarcoidosis between 1990 and 2003 were
reviewed. A total of 92 cases were selected based
on the following inclusion criteria: clinical and
radiological findings suggestive of, or at least
consistent with, sarcoidosis; and biopsy sample
demonstrating granuloma consistent with the
disease. All cases in which there were data missing
from the patient chart were excluded.

We collected data regarding the following
aspects: age; gender; race; date of diagnosis;
thoracic and systemic symptoms; interval between
symptom onset and the first medical examination;
radiological findings; 24-hour calciuria; spirometry;
specimen collected for histological diagnosis;
extrathoracic alterations; and treatment. At the
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facility in question, an initial sarcoidosis evaluation
protocol is used, with mandatory collection of the
above mentioned data and, when possible,
ophthalmologic evaluation (including examination
of the anterior uvea using a sl it lamp),
electrocardiogram (or, if necessary, echocardiogram),
computed tomography of the chest, fiberoptic
bronchoscopy (with transbronchial biopsy and
bronchoalveolar lavage), and complete abdominal
ultrasound. In rare cases, Gallium-67 scintigraphy
is performed. The Kveim test is not performed, nor
are serum levels of angiotensin-converting enzyme
determined. In addition, no molecular biology
assays of interleukins, interferon, tumor necrosis
factor, etc. were performed. Since the Thoracic
Surgery Department is well integrated with the
Clinical Pulmonology Department, patients are
frequently sent directly for open-lung biopsy of the
mediastinal or pulmonary ganglia and are not seen
by a pulmonologist until after the procedure.

Conventional chest X-ray exams included standard
frontal and lateral views, with the esophagus opacified,
as well as an X-ray giving an overpenetrated view of
the mediastinum.

The evaluation of pulmonary function consisted
of spirometry, in the majority of the cases including
determination of forced vital capacity, forced expiratory
volume in one second, and the relationship between
the two. In most cases, the pulmonary volumes and
the diffusing capacity were not measured. The equation
and the normality criteria used were those established
by Knudson in 1983.

Ruling out other causes, the clinical manifestations
were attributed to sarcoidosis and were classified as
follows: absence of symptoms (patient presented no
signs or symptoms, or those found could not be
attributed to sarcoidosis); pulmonary symptoms
(cough, dyspnea and chest pain); skin manifestations
(skin alteration probably associated with sarcoidosis,
especially erythema nodosum); manifestations in the
joints (arthralgia and swelling); systemic manifestations
(fever, weight loss and night sweats); other
manifestations (cardiological, ocular or central nervous
system).

Using the routine radiological classification
recommended in the guidelines established jointly by
the American Thoracic Society, European Respiratory
Society and World Association of Sarcoidosis and Other
Granulomatous Disorders,(1) which include the
radiological types: 0 (normal radiological findings); I

(bilateral mediastinal hilar adenopathies); II
(adenopathies and pulmonary infiltrates); III
(pulmonary infiltrates only); and IV (pulmonary
fibrosis). All cases were re-evaluated by department
radiologists. The authors of the present study opted
to use the term "type" rather than "stage" because
sarcoidosis is a systemic disease in which the findings
produced in the imaging of the chest often do not
reflect the disease phase or overall severity. Although
high-resolution computed tomography usually shows
aspects typical of the disease, economic restraints
precluded its use in the protocol.

The specimens collected for histopathological
analysis were obtained through endobronchial or
transbronchial biopsy (using fiberoptic bronchoscopy),
mediastinoscopy or open-lung biopsy. In a few cases,
histopathological confirmation was achieved through
biopsy of the superficial structure (ganglia or skin).

The histopathological profile associated with
sarcoidosis includes findings such as well-formed
noncaseating granuloma, as well as abundant
epithelioid and multinucleated giant cells, surrounded
by a ring of lymphocytes.

The majority of the patients initially received 40
mg of prednisone on alternate days, with progressive
reduction, every three months, for a total 12 to 24
months of treatment. None of the patients received
immunosupressive drugs (such as methotrexate,
azathioprine or cyclophosphamide), antimalarial drugs
(hydroxychloroquine) or tumor necrosis factor blockers.

Clinical data and laboratory test results were
analyzed statistically using univariate analysis. The
Kolmogorov-Smirnov test was used to evaluate the
normality of the data, and the significance of the tests
were based on the Liliefors probabilities. Continuous
variables with normal distribution were compared using
the Student's t-test, the results of which are expressed
as means and standard deviations. Continuous variables
with non-normal distribution were compared using
the Wilcoxon-Mann-Whitney test, the results of which
are expressed as medians and interquartile ranges, as
well as means and standard deviations. The comparison
of the means in more than two groups simultaneously
was achieved through use of analysis of variance.
Categorical variables were compared using the chi-
square test, including Fisher's exact test. Some values
were distributed in percentages by group. Statistical
significance was defined as a type I error of less than
0.05. The analysis was processed using the Statistical
Package for Social Sciences program, version 11.0.
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RESULTS

The group consisted of 92 patients, 53 females
(58%) and 39 males (42%), with a mean age of
41.8 ± 14.1 years (range, 11 to 78 years). There
was no significant gender-based difference in age:
men, 40.1 ± 14.4 years; women, 43.1 ± 13.9 years
(p = 0.32). As for ethnicity, there were 77 Caucasians
(84%) and 15 non-Caucasians (16%). There were 8
smokers (10%), 24 former smokers (29%) and 51
nonsmokers (61%) (Figure 1).

In the over-30 age bracket, there was a
predominance of women diagnosed with the
disease, (46 cases; 87% vs. 27 cases; 69% among
the men), a slightly significant difference (p = 0.04)
(Figure 2).

At the time of diagnosis of sarcoidosis, only 11
individuals (12%) were asymptomatic. The
frequency of symptoms was comparable between
men and women (87% and 89%, respectively; p =
0.83). Nor was there any difference between men
and women in terms of the presentation of thoracic
symptoms (79% vs. 92%; p = 0.47) and
extrathoracic symptoms (82% vs. 77%; p = 0.53).

Among the symptomatic patients, 61 (66%)
presented thoracic symptoms, and 64 (70%)
presented extrathoracic and systemic symptoms.
Exclusively thoracic symptoms were seen in 17 cases
(18%) and exclusively extrathoracic symptoms were
seen in 20 cases (22%). There were 44 patients
(48%) who presented thoracic and extrathoracic
symptoms concomitant to systemic symptoms.
Among the thoracic symptoms, cough was the most
frequent, being reported by 45 patients (49%),
followed by dyspnea (38 patients; 41%), and chest
pain (17 patients; 19%). Among the extrathoracic
and systemic manifestations, the most frequent were

weight loss in (24 patients; 26%); fever (19 patients;
21%); asthenia (15 patients; 16%); peripheral
adenopathies (14 patients; 15%) and arthralgia in
(13 patients; 14%). Skin alterations were seen in
10 patients (11%), 6 (7%) being diagnosed with
erythema nodosum. Ophthalmological alterations
occurred in 6 patients (7%), and cardiological
alterations were seen in 3 (3%). Episodes of urinary
lithiasis occurred in 5 patients (5%) (Table 1).

In the group of symptomatic patients, the mean
interval between the onset of symptoms and the
first examination was 6.1 ± 7 months, 59% of the
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Figure 1 - Smoking in patients with sarcoidosis (n = 83)
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Figure 2 - Distribution of 92 patients with sarcoidosis by
age and gender. Data for men and women are shown
separately.

TABLE 1

Most common sarcoidosis-related symptoms
and clinical findings reported at the time of

diagnosis (n = 92)

smokers        former smokers   nonsmokers
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Male

Female

Age bracket (years)

Symptoms            at the time of
diagnosis  n  %
Asymptomatic patients 11 12
Thoracic symptoms 61 66
     Cough 45 49
     Dyspnea 38 41
     Chest pain 17 19
Extrathoracic and systemic
Symptoms 64 70
     Weight loss 24 26
     Fever 19 21
     Asthenia 15 16
     Peripheral adenopathies 14 15
     Arthralgia 13 14
     Skin alterations 10 11
     Ophthalmological alterations   6   7
     Cardiological alterations 3   3
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patients seeking medical attention within 3 months.
The spirometric evaluation (simple spirometry)

was performed at the time of diagnosis in 73 patients
(79%) and the results were normal in 40 (55%) of
those 73.

Restrictive ventilatory disorders were seen in 17
patients (23%), obstructive ventilatory disorders in
13 (18%), and mixed ventilatory disorders in 3 (4%).
In the cases in which there were spirometric
alterations (33 cases), the ventilatory disorders were
mild in 20 cases (28% of 73 patients evaluated)
and of moderate intensity in 13 (18% of 73 patients
evaluated). No severe ventilatory disorders were
found in this group (Figure 3).

Among the patients submitted to spirometry,
alterations in pulmonary function were found in 58%
of the men (18 patients) and in 36% of the women
(15 patients), a less than significant difference (p =
0.058).

In 49 patients (53%), 24-hour calciuria was
measured. Calciuria greater than 300 mg/24 h was

found in 12 cases (24% of the patients evaluated),
with a mean of 225.4 ± 145.8 mg/24 h.

Chest X-rays were available for 78 patients, all
having been taken at the time of diagnosis. Among
these 78 patients, 23 (30%) presented radiological
type I, 38 (48%) presented radiological type II, and
17 (22%) presented radiological type III (22%).
None were classified as type IV (pulmonary fibrosis),
and none of the patients presented normal chest
X-rays at the time of diagnosis (Figure 4).

The specimens for anatomopathological
examination were of intrathoracic origin in 84
patients (91%) and were obtained through various
techniques: mediastinoscopy in 46 (50%);
transbronchial biopsy in 19 (21%); and open-lung
biopsy in 19 (21%). Peripheral lymph node biopsy
was performed in 5 patients (6%), and integumentary
biopsy was performed in 3 (3%).

As the principal therapeutic measure, systemic
corticosteroid therapy was prescribed in 55 cases
(60%), including all of those presenting radiological
type III, the rest presenting type II. No adverse effects
that would have justified the discontinuation of the
corticosteroid therapy were observed.

Correlations were drawn between various
variables in order to determine their significance
and practical importance.

Patients that presented episodes of fever as the
initial symptom of sarcoidosis sought medical
treatment in significantly less time than did those
that presented no such fever (2.6 ± 2.5 months vs.
7.4 ± 7.7 months; p = 0.009).

Male patients presented levels of 24-hour urinary
calciuria significantly higher than those observed
among female patients (288.5 ± 171.0 mg/dL vs.
184.1 ± 111.5 mg/dL; p = 0.014).

When the radiological type was compared with
mean urinary calciuria, the group of patients
presenting radiological type III had a mean calciuria
that was significantly greater that that of the
patients presenting radiological types I or II: type
I, 198.6 ± 107.3 mg/24 h; type II, 213.2 ± 112.2
mg/24 h; and type III, 349.6 ± 181.3 mg/24 h.
The analysis of variance showed a significant
difference between type III and types I and II (p =
0.011).

To date, on the Pereira Filho Hospital, none of
the patients with sarcoidosis were submitted to lung
transplant, yet another indication that, in our region,
the disease does not affect the lungs in a severe

22

48

30

0

10

20

30

40

50

60

I II III

%
d

o
s

C
a

s
o

s

Tipo radiológico

Figure 4 - Distribution of 78 patients with sarcoidosis by
radiological classification.

Figure 3 - Result of the spirometric evaluation performed
at the time of diagnosis of sarcoidosis in 73 patients.
RVD: restrictive ventilatory disorder; OVD: obstructive
ventilatory disorder; MVD: mixed ventilatory disorder
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fashion, i.e. does not lead to respiratory failure.
DISCUSSION

In the present study, patients diagnosed with
sarcoidosis and treated in a hospital specializing in
respiratory diseases were evaluated retrospectively.
Based on the characteristics of the samples, the
results obtained cannot necessarily be extrapolated
to the general population of patients with
sarcoidosis, although they might present a profile
that can be used as a reference for medical practices
in our region.

Some correlations found between the data
observed in this study and those seen in the
literature are hereafter presented.

Initially, some data collected in a previous study
conducted on the Pereira Filho Hospital should be
analyzed. That study involved 138 patients
diagnosed with sarcoidosis between 1965 and 1989
and presenting the following characteristics: mean
age, 30.7 years - 21 patients (15%) below the age
of 20, 91 patients (66%) between 20 and 40 years
of age, and 26 patients (19%) over the age of 40;
79 female patients (57%) and 59 male patients
(43%); 106 Caucasian patients (77%) and 32 black
patients (23%).(29)

The current study represents the temporal
sequence of this previous large study of sarcoidosis
conducted the Pereira Filho Hospital. In analyzing
the characteristics of the patients, similarities were
found, with the exception of the age bracket since,
in the last two decades, the mean age of patients
with sarcoidosis has increased, from 30.7 years to
41.8 years. This increase in the age bracket has also
been observed in other studies such as that
designated A Case Control Etiologic Study of
Sarcoidosis, conducted in the USA, in which the
mean age was over 40 years(30), and another, carried
out in the Netherlands, in which the mean age was
46.7 years.(11) In some countries, such as Sweden
and Japan, a second peak has been observed in the
sixth decade of life, especially among women.

The previously mentioned American study (A
Case Control Etiologic Study of Sarcoidosis) was a
multicenter project carried out by a group of
researchers from ten large clinical facilities. One
of the objectives of the study was to identify the
sites (organs) involved in the group of patients as
a whole and in subgroups divided by gender, race
and age.(30-31) This population was heterogeneous

in terms of race (53% white, 44% black), gender
(64% women, 36% men) and age (46% below the
age of 40, 54% of 40 years of age or older). Female
patients present greater ocular involvement,
neurological involvement, erythema nodosum and
age above 40, whereas male patients presented
greater greater hypercalcemia. Black patients
presented greater involvement of the skin
(excluding erythema nodosum), eyes, liver, bone
marrow and extrathoracic lymph nodes. The
authors concluded that the initial presentation of
sarcoidosis was dependent upon gender, age and,
in particular, black race.

In the USA, sarcoidosis is more common among
African-Americans than among Caucasians, with
adjusted annual incidences of 35.5/100,000
inhabitants and 10.9/100,000 inhabitants,
respectively.(1) Worldwide, however, approximately
80% of sarcoidosis patients are white. In the present
study, we also observed this tendency, despite the
lower (16%) proportion of black patients. According
to the Instituto Brasileiro de Geografia e Estatística
(Brazilian Institute of Geography and Statistics) ,
only 4% of the population of Rio Grande do Sul is
black.(32) In our study sample, Caucasian patients
predominated (84%), which is in contrast with the
findings of other studies in the literature. A potential
socioeconomic bias can be observed in the sample
since a large number of the patients were referred
by private health insurance companies. Similar
findings have been observed in studies of
populations presenting the same characteristics.(5)

The slight predominance of women over men in
our sample (58% vs. 42%) is similar to that observed
in other studies.(11,33) In a populational study, the
incidence of sarcoidosis reported by one health
organization was 21.6 women/100,000 inhabitants/
year and 15.3 men/100,000 inhabitants/year.(34) The
mean age at the time of diagnosis was 40.9 years
in both genders. In relation to female patients, these
data are in agreement with those of other studies.(5)
In the Case Control Etiologic Study of Sarcoidosis,
the age at the time of diagnosis among men was
predominantly below 40.(30)

Smoking was an infrequent finding (10%), a fact
which could aid early diagnosis since it reduces the
confounding factor of accompanying respiratory
symptoms. Despite the fact that some authors have
suggested that smoking is protective against sarcoidosis,
there is as yet no evidence to support this assertion.(35)
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Sarcoidosis frequently presents with no clinical
manifestations or with symptoms of mild intensity,
which, on one hand, can delay the diagnosis and,
on the other, can aid the differential diagnosis
greatly. This is a characteristic found in the majority
of studies in the literature. In other studies, delayed
diagnosis of sarcoidosis has also been reported,
apparently occurring more due to the characteristics
of the presentation of the disease than to the
characteristics of the patient or physician.(36)

The organ most affected in isolation was the
lung, as evidenced by the finding that 75% of the
symptoms were thoracic, in keeping with those of
other studies, in which the incidence ranged from
50% to 95%. Pulmonary symptoms in isolation
may explain delays in diagnosis, principally caused
by the lack of specificity of such symptoms.(6) This
variable was not evaluated in the present study.
The mean interval between the onset of symptoms
and the initial examination was six months, the
great majority of the patients being diagnosed
within three months after the first appearance of
symptoms (59%). Among the extrathoracic
symptoms, the most common were weight loss,
fever and asthenia, together characterizing the
systemic component of the disease. In one study,
persistent fatigue was reported as the principal
presentation symptom of sarcoidosis (71% of the
cases).(11) In the present study, persistent fatigue
was reported by 16% of the patients. In that same
study, a questionnaire was sent to the members of
the Dutch Sarcoidosis Society. A total of 1026
completed questionnaires were completed and
returned (58% of the total number of questionnaires
distributed). The mean age was 46.7 + 11.6 years,
and 63% of the patients were women. There were
176 cases of familiar sarcoidosis. The symptoms
most frequently seen were fatigue (71%), dyspnea
(70%), arthralgia (52%), myalgia (39%) and chest
pain (27%). Systemic corticosteroid therapy was
used in 565 patients (55.1%).

Although the radiological presentations seen
in the present were not significantly different than
those reported in the literature, there were some
noticeable differences. For example: 30% of the
cases evaluated in the current study presented
radiological type I, compared with the 40% to
50% reported in the literature; radiological type
II was seen in 48% of our patients, whereas other
authors have reported this type in only 30%; and

radiological type III was observed in 22% of our
patients, which is quite comparable to the value
found in the literature.(3-4,29,33) The fact that our
sample included no cases presenting radiological
type 0 (normal X-ray) can be explained, in part,
by the fact that our facility specializes in
pulmonology, which limits the entrance of patients
presenting no abnormalities on chest X-rays. In
our facility, we rarely classify patients as type IV
at the time of diagnosis since it is not possible to
verify the exclusivity of the fibrotic component
at that time. Cases can only be classified as type
IV when there are abnormalities suggestive of
fibrosis, lesions that persist throughout a long
follow-up period, and no other lesions that might
prove to be reversible.

The results of the spirometry indicate that
sarcoidosis typically has little impact on pulmonary
function since more than half of all patients present
normal exam results, and, when alterations are seen,
the dysfunction is of mild intensity. Ventilatory
disorders can be obstructive or restrictive, depending
on the distribution of the lesions (in the lung
parenchyma vs. in the airways) and on the presence
of comorbidities.

The choice of diagnostic procedures used in
the patients evaluated in this study depended upon
the experience of the professionals in the
department and on the availability of the required
equipment. The experience that the surgeons had
had with mediastinoscopy, together with the
frequent problems in the endoscopy sector, often
influenced the choice of biopsy method. Many
patients came to the facility after already having
had biopsies or were sent directly to the surgeon.
In a few patients, the initial suspicion was fibrosing
interstitial pneumonia, and those patients were
therefore submitted to biopsy by thoracotomy.
Currently, the technique of choice for obtaining
material for anatomopathological analysis in
patients under suspicion of having sarcoidosis is,
without a doubt, fiberoptic bronchoscopy since it
allows the simultaneous collection of tissue
samples for anatomopathological analysis and
lavage fluid for analysis of various items. For
patients presenting the radiological type I, in which
the diagnosis of sarcoidosis is by far the most
probable, and for whom corticosteroid therapy is
not indicated, we have rarely performed biopsies
since these patients should be monitored only.
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Cort icosteroid therapy was prescr ibed
according to the criteria recommended in the
literature, recently standardized into international
guidelines, and was used by approximately half of
the patients in this study, similar to the proportions
reported in other studies. There are no reliable data
in the literature to support our choice to administer
the corticosteroids on alternate days, in the same
manner as for daily use. However, this technique
has proven efficacious in our facility.

Since this study was retrospective and involved
a limited number of cases, various other correlations
cited in the results of this study, such as those related
to age, gender, ethnicity, symptoms, radiological
type, calciuria and extrathoracic symptoms, merit
further evaluation.

Taken together, the characteristics of the
patients with sarcoidosis in this study, the majority
of whom came from the state of Rio Grande do
Sul, did not differ significantly from the findings
in the literature.(37) The fact that we found no
patients that had been treated for tuberculosis
prior to being diagnosed with sarcoidosis can be
explained, at least in part, by the strict standards
of the Rio Grande do Sul State Tuberculosis
Control Program and by the considerable accuracy
of the radiological records kept by our facility
(as well as by others) regarding the suspicion of
sarcoidosis.

The possibility that many patients will go
undiagnosed, the lack of reporting of known
cases, the inability to identify the etiology,
diagnostic difficulties (in making the diagnosis
and in ru l ing out other  causes )  and the
impossibility of specific therapeutic intervention
make sarcoidosis a disease presenting many
unknown factors and one whose etiopathogenesis
is not well understood. However, sarcoidosis
presents some clinical patterns that facilitate its
recognition, and, as a rule, medical practices can
be carried out based on the guidelines.(1-2)

Therefore, the pulmonologist or other specialist
working in the sector can, in the majority of cases,
use accessible criteria to diagnose and treat their
patients.

In view of the fact that comparative epidemiological
studies have demonstrated that geographic, ethnic and
genetic factors are correlated with specific characteristics
of patients with sarcoidosis, further case series studies
should be conducted in other regions.
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