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ar�co�i�do�sis�is�an�idi�o�pat�hic�mul�tisy�ste�mic�di�se�a�se�de�fi�ned�by�Hutc�hin�-
son�in�1877�cha�rac�te�ri�zed�by�non-ca�se�i�fi�ed�epit�he�lo�id�gra�nu�lo�mas.1

Alt�ho�ugh�the�eti�o�logy�is�not�fully�un�ders�to�od,�im�mu�no�lo�gi�cal,�ge�ne�-
tic,�in�fec�ti�o�us�and�ot�her�exo�ge�no�us�fac�tors�are�ac�co�un�ted�for�the�di�se�a�se,
me�di�a�ted�by�CD4+�T�hel�per�lymphocy�tes�and�cells�ori�gi�na�ting�from�mo�no�-
nuc�le�ar�pha�gocy�tes.2 Sar�co�i�do�sis�may�ac�com�pany�se�ve�ral�au�to�im�mu�ne�di�sor-
ders.2 In�the�li�te�ra�tu�re�the�re�are�few�ca�se�re�ports�on�the�con�cur�ren�ce�of
sar�co�i�do�sis�and�rhe�u�ma�to�id�art�hri�tis�(RA).�He�re,�we�pre�sent�a�ca�se�with�iso-
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ABS�TRACT�We�report�a�62-year-old�woman�with�skin�lesions�which�had�been�present�for�55�years,
and�several�arthritic�deformities�of�hands�and�feet�for�25�years.�The�annular,�centrally�atrophic,
erythematous�plaques�located�on�the�face�and�extremities�were�histologically�consistent�with�sar-
coidosis,�while�the�biopsy�specimens�taken�from�the�scaly,�erythematous�papules�and�plaques�on�the
trunk�revealed�psoriasis.�Clinical�and�radiological�evaluations�of�the�deformed�joints�led�to�the�di-
agnosis�of�rheumatoid�arthritis.�Up�to�date,�there�have�been�a�few�reports�on�the�association�of
rheumatoid�arthritis�with�sarcoidosis�and�of�psoriasis�with�sarcoidosis.�The�presented�case�is�the
first�one,�who�demonstrates�the�coexistence�of�these�three�entities.�We�believe�that�the�concur-
rence�of�these�three�inflammatory-immunological�diseases�has�a�meaning�far�from�coincidence.�Al-
though�the�cause�for�this�concurrence�is�not�clear,�it�may�be�suggested�that�immunological�processes
triggered�by�unknown�common�antigens�or�common�pathogenetic�pathways�led�by�different�anti-
genic�stimuli�cause�different�clinical�pictures�in�the�same�patient.�
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ÖZET�Altmış� iki�yaşındaki�kadın�olgu,�el�ve�ayak�eklemlerinde�25�yıldır�deformitelere�ve�55
yaşından�beri�süregelen�cilt�lezyonlarına�sahipti.�Yüz�ve�ekstremitelerdeki�deri�lezyonları�anüler,
ortası�atrofik,�eritemli�plaklar�şeklinde�olup�histolojisi�sarkoidozla�uyumlu�iken,�gövdedeki�eritemli
ve�kepekli�papül�ve�plakların�histolojisi�psöriazisle�uyumluydu.�Eklemlerdeki�bozulmalar,�klinik
ve� laboratuar� incelemeleri� sonucunda�romatoid�artrit� tanısı�aldı.�Bugüne�dek�romatoid�artrit-
sarkoidoz�ve�sarkoidoz-psöriazis�birlikteliğine�ait�az�sayıda�olgu�rapor�edilmiştir.�Sonuç�olarak,
sarkoidoz-� romatoid� artrit� ve� psöriazis� beraberliği� literatürde� ilk� kez� bildirilmektedir.� Bu
immünolojik�ve�inflamatuar�hastalıkların�birarada�olmasının�rastlantısal�olmadığını�düşünmekteyiz.
Birlikteliğin�nedeni�açık�olmamakla�birlikte,�bilinmeyen�ortak�bir�antijenin�uyarılmasının�ya�da
farkli�antijenik�uyarılarla�ortak�bir�patogenetik�yola�girilmesinin�aynı�hastada�farklı�klinik�tablolarla
karşımıza�çıkabileceğini�düşünmekteyiz.�
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la�ted�cu�ta�ne�o�us�sar�co�i�do�sis�cha�rac�te�ri�zed�by�at�rop�-
hic�and�no�du�lar�le�si�ons,�in�ad�di�ti�on�to�the�pre�sen�-
ce�of�RA�and�pso�ri�a�sis.

CA�SE�RE�PORT

A�62-ye�ar-old�fe�ma�le�pa�ti�ent�ad�mit�ted�to�our�out-
pa�ti�ent�cli�nic�with�le�si�ons�on�her�fa�ce,�body�and�ex�-
tre�mi�ti�es,� de�ve�lo�ped� du�ring� her� child�ho�od� and
gra�du�ally� in�cre�a�sed� in�num�ber.�The�pa�ti�ent�al�so
comp�la�i�ned�of�pa�in,�swel�ling�and�mor�ning�stiff�ness
at�her�hand�and�fo�ot�jo�ints�for�the�last�25�ye�ars.�Se-
ve�re�de�for�mi�ti�es�of�the�se�jo�ints�had�be�en�de�ve�lo�-
ped�du�ring�the�last�25�ye�ars.�Her�past�me�di�cal�and
fa�mily�his�to�ri�es�we�re�un�re�mar�kab�le�ex�cept�that�her
sis�ter�had�type�2�di�a�be�tes.�In�for�med�cons�tent�was
ob�ta�i�ned�from�pa�ti�ent,�for�both�the�physi�cal�and�la-
bo�ra�tory� exa�mi�na�ti�ons,� and� pho�tog�raph� ta�king.
Der�ma�to�lo�gi�cal�exa�mi�na�ti�on�re�ve�a�led�cen�trally�at-
rop�hic,�hypo�pig�men�ted,�slightly�squ�a�mo�us,�pe�rip�-
he�rally�li�ve�do�id�and�ery�the�ma�to�us�an�nu�lar�pla�qu�es
which�we�re�conf�lu�ent�in�so�me�parts,�with�di�a�me�-
ters�var�ying�bet�we�en�0.5�and�5�cm,�lo�ca�ted�at�fa�ce,
bi�la�te�rally�on�the�ex�ten�sor�sur�fa�ces�of�the�fo�re�arms,
and�over�the�an�te�ri�or�as�pects�of�ti�bi�a�(Fi�gu�re�1�A,
B).�Thre�e�ery�the�ma�to�us,�no�du�lar�and�ele�va�ted�le�si�-
ons�with�0.5-1�cm�of�di�a�me�ter�we�re�fo�und�over�the
no�se�(Figure�1�A).�Pa�pu�les�and�pla�qu�es�on�an�ery�t-

he�ma�to�us�ba�se�with�ea�sily�re�mo�vab�le�yel�lo�wish-
oran�ge�co�lo�red�sca�les�we�re�pre�sent�over�the�back,
an�te�ri�or�as�pect�of�the�body�and�on�the�pro�xi�mal
sur�fa�ces�of�the�up�per�and�lo�wer�ex�tre�mi�ti�es�(Fi�gu�-
re�1�C).�No�ne�of�the�le�si�ons�had�sen�sory�loss.�Both
wrists,�me�ta�car�pop�ha�lan�ge�al,�pro�xi�mal�and�dis�tal
in�terp�ha�lan�ge�al�jo�ints�had�li�mi�ted�ex�ten�si�on;�the�re
was�bo�u�ton�ni�e�re�de�for�mity�at�the�first�fin�gers�of
both�hands�and�swan�neck�de�for�mity�was�pre�sent
at�the�right�in�dex�fin�ger�(Fi�gu�re�1�B).�The�re�we�re
la�te�ral�de�vi�a�ti�on�de�for�mi�ti�es�on�me�ta�tar�sop�ha�lan�-
ge�al�jo�ints�and�fle�xi�on�de�for�mi�ti�es�on�in�terp�ha�lan�-
ge�al� jo�ints� of� the� fe�et.� La�bo�ra�tory� eva�lu�a�ti�ons
re�ve�a�led� the� fol�lo�wing:�whi�te�blo�od�cells�3.35�x
103/μL� (4.5-11� x� 103/μL),� he�mog�lo�bin� 10.4� g/dL
(11.5-16�g/dL)�,�he�ma�toc�rit�30.7%�(36-46%),�eryt�-
hrocy�te�se�di�men�ta�ti�on�ra�te�63�mm/ho�ur,�glu�co�se:
258�mg/dL�(76-100�mg/dL),�trigl�yce�ri�des�358�mg/dL
(<�150),�se�rum�ure�a�nit�ro�ge�ne,�cre�a�ti�ni�ne,�lac�ta�te
de�hid�ro�ge�na�se,� he�pa�tic� tran�sa�mi�na�ses,� al�ka�li�ne
phosp�ha�ta�se,��cal�ci�um,�comp�le�ment�3�and�comp�le�-
ment�4��le�vels�we�re�nor�mal;�an�ti�nuc�le�ar an�ti�body
was�ne�ga�ti�ve� and� ro�ma�to�id� fac�tor�was�20� IU/ml
(nor�mal�va�lu�e�<�20IU/L).�Aner�gic�res�pon�se�was�ob-
ta�i�ned�to�the�PPD�test.�To�tal�pro�te�in�and�cal�ci�um
we�re nor�mal�in�24-ho�ur�uri�ne�samp�le.�Chest�X-ray
re�ve�a�led� in�cre�a�sed� bronc�ho�vas�cu�lar� im�pres�si�ons

FIGURE 1: (A) Centrally�atrophic,�hypopigmented,�erythematous�annular�plaque�on�the�face,�and�nodular�lesions�on�the�nose.�(B) Hand�deformities�of��RA�and
sarcoid�lesions�on�the�anterior�aspect�of�the�tibia.�(C) Yellowish-orange�colored,�scaly�psoriasis�lesions�located�on�the�back�of�the�patient.
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and�in�cre�a�sed�car�di�ot�ho�ra�cic�ra�ti�o.�Bi�la�te�ral�hand
ra�di�og�rap�hi�es�re�ve�a�led�nar�ro�wing�of�jo�int�spa�ces,
ero�si�ons�in�so�me�parts,�scle�ro�sis�and�ir�re�gu�la�rity�on
the�ra�di�o�ul�nar�jo�int�sur�fa�ces,�mo�re�pro�mi�nent�at
the�right�si�de,�bo�u�ton�ni�e�re�de�for�mity�of�the�first
fin�gers�of�both�hands,�and�fle�xi�on�con�trac�tu�res�of
the�pro�xi�mal�in�terp�ha�lan�ge�al�jo�ints�(Fi�gu�re�2�A).
Bi�la�te�ral�fe�et�ra�di�og�rap�hi�es�re�ve�a�led�sub�lu�xa�ti�ons
and�ero�si�ons�of�the�me�ta�tar�sop�ha�lan�ge�al�jo�ints,�fle-
xi�on�con�trac�tu�res�and�me�di�al�de�vi�a�ti�on�of�the�in-
terp�ha�lan�ge�al� jo�ints� (Fi�gu�re� 2� B).� The� jo�int
de�for�mi�ti�es�of�the�pa�ti�ent�we�re�con�si�de�red�as�RA
du�e�to�cli�ni�cal�and�ra�di�o�lo�gi�cal�fin�dings�and�ac�cor�-
ding�to�the�cri�te�ri�a�of�1988�Ame�ri�can�Col�le�ge�of
Rhe�u�ma�to�logy�(ACR).�The�his�to�pat�ho�lo�gi�cal�exa-
mi�na�ti�on�of�no�du�lar�and�an�nu�lar�le�si�ons�was�con-
sis�tent� with� non-ca�se�i�fi�ed� gra�nu�lo�ma� struc�tu�res
se�en�in�sar�co�i�do�sis�(Fi�gu�re�3�A).�No�myco�bac�te�ri�al
DNA�was�de�tec�ted�by�PCR�in�the�spe�ci�men�ob�ta�i�-
ned�from�the�no�du�lar�le�si�on�of�the�no�se.�Slit-sme�-
ar�pre�pa�red�from�the�skin�le�si�ons�and�nor�mal�skin

did�not�re�ve�al�any�lep�ro�ma�to�us�ba�cil�li.�The�bi�opsy

ta�ken�from�the�pso�ri�a�si�form�le�si�ons�re�ve�a�led�hyper-

ke�ra�to�sis,�pa�ra�ke�ra�to�sis�in�cor�ni�fi�ed�la�yer,�clus�ters

of�poly�morp�ho�nuc�le�ar�cells,�ir�re�gu�lar�pso�ri�a�si�form

acant�ho�sis,�loss�of�gra�nu�lar�la�yer,�and�sup�ra�pa�pil�-

lary�thin�ning�(Fi�gu�re�3�B).�Vas�cu�lar�di�la�ta�ti�on�and

pe�ri�vas�cu�lar�lymphocy�te�in�fil�tra�ti�on�we�re�se�en�in

su�per�fi�ci�al�der�mis.�The�oph�thal�mo�lo�gi�cal�and�ne�u�-

ro�lo�gi�cal�exa�mi�na�ti�ons�we�re�nor�mal.�Res�pi�ra�tory

func�ti�on�tests�re�ve�a�led�mild�res�tric�ti�ve�and�obs�truc-

ti�ve�fin�dings�in�con�sis�tent�with�sar�co�i�do�sis.�Ba�sed

on�the�se�fin�dings,�the�pa�ti�ent�was�con�si�de�red�as�a

ca�se�of�iso�la�ted�cu�ta�ne�o�us�sar�co�i�do�sis�ac�com�pa�ni�ed

by�RA�and�pso�ri�a�sis.��Met�hot�re�xa�te10�mg�per�we�-

ek�was�com�men�ced,�but�was�stop�ped�shortly�af�ter

the�first�we�ek�of�tre�at�ment,�be�ca�u�se�of��le�u�co�pe�ni�a

(2550�μL)�(nor�mal�va�lu�e�4.5-11�x�103/μL)�.�The�pa-

ti�ent�was�gi�ven�300�mg�do�se�of�al�lo�pu�ri�nol�per�day,

but�we�did�not�eva�lu�a�te�the�ef�fect�of��this�the�rapy

be�ca�u�se�she�lost�to�fol�low-up.

FIGURE 2: (A-B) Radiographic�images�of�the�patients�hands�and�feet�showing�rheumatoid�arthritis�deformities
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DIS�CUS�SI�ON

Alt�ho�ugh�it�is�not�yet�es�tab�lis�hed�which�an�ti�gen�or
an�ti�gens�are�res�pon�sib�le�from�sar�co�i�do�sis,�the�re�are
nu�me�ro�us�da�ta�in�di�ca�ting�that�gra�nu�lo�mas�are�as�so-
ci�a�ted�with�a�cel�lu�lar�im�mu�ne�res�pon�se�de�ve�lo�ped
as�a�re�sult�of�the�an�ti�ge�nic�sti�mu�li.3,4

It�is�re�por�ted�that�sar�co�i�do�sis�may�ac�com�pany
many�au�to�im�mu�ne�di�sor�ders�inc�lu�ding�syste�mic�lu�-
pus�ery�the�ma�to�sus� (SLE),� syste�mic� scle�ro�sis,�he-
moly�tic� ane�mi�a� and� pri�mary� bi�li�ary� cirr�ho�sis.4

So�me�im�mu�no�lo�gi�cal�fin�dings�in�sar�co�i�do�sis�(sup�p-
res�si�on�of�pe�rip�he�ral�im�mu�ne�res�pon�se,�hype�rac�ti�-
ve�T�cell�and�mac�rop�ha�ge�me�di�a�ted�gra�nu�lo�ma�to�us
inf�lam�ma�ti�on,�ex�cess�hu�mo�ral�im�mu�ne�re�ac�ti�on)
are�si�mi�lar� to� the� im�mu�no�lo�gi�cal�pro�fi�le�se�en� in

ani�mal�mo�dels� of� au�to�im�mu�nity� and� in�pa�ti�ents
with�SLE,4 sug�ges�ting�that�sar�co�i�do�sis�and�au�to�im�-
mu�ne�di�sor�ders�are�clo�sely�re�la�ted.�

RA,�which�is�an�au�to�im�mu�ne�con�nec�ti�ve�tis-
su�e�di�se�a�se,�may�ac�com�pany�sar�co�i�do�sis.�Alt�ho�ugh
the�in�ci�den�ces�of�both�di�se�a�ses�are�re�la�ti�vely�high
in�the�po�pu�la�ti�on,�up�to�da�te,�only�14�ca�ses�with
con�cur�rent�RA�and�sar�co�i�do�sis�ha�ve�be�en�re�por�-
ted.5-7

The�di�ag�no�sis�of�RA�is�ma�de�by�de�tec�ting�4�of
the�7�cri�te�ri�a�con�sis�ting�mor�ning�stiff�ness,�art�hri�tis
in�thre�e�or�mo�re�jo�int�gro�up,�art�hri�tis�in�hand�jo-
ints,�symmet�ri�cal�art�hri�tis,�ra�di�og�rap�hic�chan�ges,
pre�sen�ce�of�rhe�u�ma�to�id�no�du�les�and�po�si�ti�ve�se�rum
rhe�u�ma�to�id�fac�tor�as�de�ter�mi�ned�by�ACR�in�1988.8

Syno�vi�al�bi�opsy�fin�dings�are�not�among�the�di�ag�-
nos�tic�cri�te�ri�a.�As�the�re�may�be�ar�ti�cu�lar�chan�ges
in�pa�ti�ents�with�sar�co�i�do�sis�si�mi�lar�to�that�in�RA,
the�inf�lam�ma�tory�cha�rac�te�ris�tics�of�syno�vi�al�bi�opsy
may�in�di�ca�te�the�ca�u�sa�ti�ve�ori�gin�of�the�jo�int�in�vol-
ve�ment.�Ne�vert�he�less,�in�the�chro�nic�art�hri�tis�du�e
to�sar�co�i�do�sis,�cha�rac�te�ris�tic�non-ca�se�i�fi�ed�gra�nu�-
lo�mas�can�be�de�mons�tra�ted�with�bi�opsy�only�in�half
of�the�ca�ses.9 The�lat�ter�one�may�be�con�si�de�red�in
the�dif�fe�ren�ti�al�di�ag�no�sis�of�the�skin�le�si�ons�of�our
pa�ti�ent,�du�e�to�the�re�la�ti�vely�si�mi�lar�his�to�pat�ho�lo�-
gic�fe�a�tu�res.�Ho�we�ver,�both�the�lo�ca�li�za�ti�on�of�the
le�si�ons�and�the�cli�ni�cal�fin�dings�are�dif�fe�rent�eno-
ugh�to�eli�mi�na�te�this�di�ag�no�sis�for�the�pre�sen�ted�ca�-
se.

Our�pa�ti�ent�was�di�ag�no�sed�as�RA�sin�ce�she�has
5�of�the�7�ACR�cri�te�ri�a,�but�syno�vi�al�bi�opsy�co�uld
not�be�per�for�med�du�e�to�lack�of�pa�ti�ent�con�sent.�In
the�bi�opsy�spe�ci�mens�ob�ta�i�ned�from�an�nu�lar�skin
le�si�ons,� typi�cal� sar�co�i�dal� gra�nu�lo�mas�we�re� se�en.
Alt�ho�ugh�the�anergy�in�our�pa�ti�ent�sup�ports�sar�co�-
i�do�sis,�the�re�is�no�fin�ding�fa�vo�ring�sar�co�i�do�sis�in
the�aus�cul�ta�ti�on�of�the�lungs,�chest�ra�di�og�raphy�and
res�pi�ra�tory�func�ti�on�tests.�

The�re�are�still�no�cer�ta�in�in�ter�na�ti�o�nally�ac-
cep�ted�cri�te�ri�a�for�the�di�ag�no�sis�of�sar�co�i�do�sis.�Ho-
we�ver,�sin�ce�sar�co�i�do�sis�is�a�mul�tisy�ste�mic�di�se�a�se,
in�vol�ve�ment� of� many� systems� and� tis�su�es� with
typi�cal�his�to�pat�ho�lo�gi�cal�cha�rac�te�ris�tics�are�usu�ally
de�e�med�ne�ces�sary�for�the�di�ag�no�sis.10 On�the�ot�her

FIGURE 3: (A) Histopathologic�image�of�annular�and�nodular�lesions�show-
ing�non-caseified�granulomas�typically�seen�in�sarcoidosis�(HE�x�100).�(B)

Histopathological�appearance�of�psoriasis�lesions�demostrates�hyperkerato-
sis,�parakeratosis,�irregular�psoriasiform�achantosis�and�loss�of�granular�layer
and�perivascular�lymphocyte�infiltration�(HE�x�40).�
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hand,�cu�ta�ne�o�us�in�vol�ve�ment�may�oc�cur�wit�ho�ut
syste�mic�in�vol�ve�ment.11,12 The�re�fo�re,�the�di�ag�no�sis
of�sar�co�i�do�sis�was�not�es�tab�lis�hed�in�our�pa�ti�ent,
ins�te�ad,�a�de�fi�ni�ti�on�as�“iso�la�ted�cu�ta�ne�o�us�sar�co�i�-
do�si�s”�was�fo�und�to�be�mo�re�ap�prop�ri�a�te�for�the�de-
sig�na�ti�on�of�skin�le�si�ons.

In�re�cent�ye�ars,�a�hypot�he�sis�was�de�ve�lo�ped

con�si�de�ring�that�the�de�vi�a�ti�ons�of�the�T�cell�im�mu�-

nity�in�RA�are�not�li�mi�ted�with�inf�lam�ma�tory�le�si�-

ons,�on�the�con�trary,�it�is�a�ba�sic�di�sor�der�in�vol�ving

the�who�le�body.�Thus,�the�im�mu�ne�system�of�RA

pa�ti�ents�inc�lu�des�many�T�cells�ac�ti�ve�aga�inst�the

body’s�own�an�ti�gens.�The�se�au�to-re�ac�ti�ve�T�cells

are�ca�u�sed�by� the�de�vi�a�ti�ons�of� the�mec�ha�nisms

that�ma�in�ta�in�T�cell�ho�me�os�ta�sis�and�con�trol�of�the

cell�pro�li�fe�ra�ti�on.13 From�this�stand�po�int,�the�oc-

cur�ren�ce�of�ot�her�au�to-im�mu�ne�di�se�a�ses�in�RA�pa-

ti�ents�is�not�an�unex�pec�ted�fin�ding.�

Pso�ri�a�sis� is� cha�rac�te�ri�zed� by� ke�ra�ti�nocy�te
hyper�pro�li�fe�ra�ti�on�and�mo�no�nuc�le�ar�cell�in�fil�tra�ti�-
on�con�sis�ting�ma�inly�of�ac�ti�va�ted�T�cells.�Alt�ho�ugh
its�pat�ho�ge�ne�sis�is�not�elu�ci�da�ted�with�all�as�pects,
to�day�it�is�in�cre�a�singly�ac�cep�ted�as�a�T�cell�me�di�a�-
ted� au�to-im�mu�ne�di�sor�der.14 Ac�cor�ding� to� the�se
fin�dings,�pso�ri�a�sis�may�be�con�si�de�red�as�one�of�the
au�to�im�mu�ne�di�se�a�ses�ac�com�pan�ying�sar�co�i�do�sis�or

RA.�In�the�li�te�ra�tu�re�the�re�are�few�ca�se�re�ports�on
the�con�cur�ren�ce�of�sar�co�i�do�sis�and�pso�ri�a�sis.15

From�the�as�pect�of�ge�ne�tic�sus�cep�ti�bi�lity,�it�is
re�por�ted�that�HLA�gro�ups�fre�qu�ently�se�en�in�sub-
jects�with�sar�co�i�do�sis,�RA�and�pso�ri�a�sis�are�dif�fe�-
rent�from�each�ot�her.2,13,14 Al�so�the�inf�lam�ma�tory
cha�rac�te�ris�tics�of�the�se�en�ti�ti�es�ha�ve�mar�ked�dif�fe�-
ren�ces.�Ho�we�ver,�as�se�en�in�sar�co�i�do�sis,�it�has�be�en
de�mons�tra�ted�that�CD4+�T�lymphocy�tes�are�ac�ti�-
va�ted�by�a�yet�unk�nown�an�ti�gen�in�RA�and�pso�ri�a�-
sis.�On�the�ot�her�hand,�many�com�mon�cyto�ki�nes
such�as�IL-2,�IFN and�TNF are�pla�ying�a�ro�le�in
the�pat�ho�ge�ne�sis�of�the�se�thre�e�di�se�a�ses.�The�be�ne�-
fit�of�TNF bloc�kers�such�as�inf�li�xi�mab�in�the�tre-
at�ment�of�the�se�di�se�a�ses�in�di�ca�tes�that�they�may
ha�ve�a�com�mon�path�way�in�the�ir�pat�ho�ge�ne�sis.16

In�conc�lu�si�on,�our�ca�se�is�the�first�ca�se�of�the
con�cur�rent�sar�co�i�do�sis,�RA�and�pso�ri�a�sis�re�por�ted
in�the�li�te�ra�tu�re.�The�se�thre�e�con�di�ti�ons�may�ha�ve
oc�cu�red�co�in�ci�den�tally�in�our�pa�ti�ent,�ho�we�ver�we
be�li�e�ve�that�it�may�ha�ve�a�me�a�ning�far�from�co�in�-
ci�den�ce.�Alt�ho�ugh�the�ca�u�se�for�this�con�cur�ren�ce
is�not�cle�ar,�it�may�be�sug�ges�ted�that�im�mu�no�lo�gi�-
cal�pro�ces�ses�trig�ge�red�by�unk�nown�com�mon�an�ti�-
gens� or� com�mon� pat�ho�ge�ne�tic� path�ways� led� by
dif�fe�rent�an�ti�ge�nic�sti�mu�li�ca�u�se�dif�fe�rent�cli�ni�cal
pic�tu�res�in�the�sa�me�pa�ti�ent.
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