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haematoma (Figure 2). This was treated conservatively and
the patient made a good recovery despite the need for
further transfusions.

COMMENT

Rupture of an epigastric vessel had occurred in this patient as
a result of paroxysmal coughing fits due to her bronchitis.
Bleeding into the rectus sheath had continued unabated
because the patient was over-anti coagulated.

Although rectus sheath haematomas frequently mimic
intra-abdominal pathologies, we were only able to find one
reported case of the haematoma being mistaken for splenic
disease7. As stated earlier, the left upper quadrant is a rare
site for a rectus sheath haematoma, and usually enlargement
is limited by strong fibrous union of the rectus sheath and
the aponeuroses of the external oblique, internal oblique,
and transversus, both in the midline and lateral margin of the
rectus, though it may extend downwards. However, in the
case presented, abdominal ultra-sound scanning showed
tracking of the haematoma around the left flank and across
the midline. This caused the appearance of a large spleen-like

mass and was perhaps due to te poor quality of tissues in an
elderly woman.
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A case is described of sarcoidosis which presented with
Achilles tendinitis. This association has not previously
been reported.

CLINICAL PRESENTATION

A previously healthy 31-year-old fireman presented to the
Accident and Emergency Department (A&E) with a 1 week
history of increasingly severe pain in the right heel which
was causing him to limp. He also complained of slight
discomfort in the left heel. He was in the habit of playing
football every week but gave no history of trauma, nor of
new footwear. He was otherwise asymptomatic.

Examination revealed diffuse swelling and marked
tenderness of the right Achilles tendon, with no palpable
gap or nodules. Simmond's test and plantar flexion were
normal. There was minimal tenderness in the left mid-
Achilles tendon but no swelling.

He was treated with ibuprofen 400mg three times a day,
advised to apply ice packs locally and to remain non-weight
bearing on crutches.

One week later his right heel had improved but the pain
in the left had increased. There was persistent tenderness in
both Achilles tendons and passive stretching caused
discomfort. He now gave a 3-day history of vague aches in
both arms and legs, worse in the morning which eased
spontaneously during the day. He was noted to have a 2cm
swelling in the middle of the right shin which was neither
hot nor red. Full blood count, ESR and rheumatoid factor
were all normal.

He was referred for physiotherapy.
One week later, having run out of ibuprofen, he rapidly

developed severe pains in his hands, wrists and elbows, and
lesser pain in the ankles and knees. After 2 days he re-started
ibuprofen with dramatic improvement. At this point more
detailed questioning revealed a history of malaise, anorexia
and dry cough for the previous 6 weeks but no chest pain or
shortness of breath, no eye, urinary or bowel symptoms and
no history of sore throat.

On examination he was apyrexial and his chest was
clinically clear. There were no joint swellings but there was
tenderness of the first metacarpophalangeal joint in both
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hands. His Achilles tendinitis was as before. He had two,
2cm tender nodules on the right shin.

Chest X-ray showed bilateral hilar adenopathy.
Two days later he had developed bilateral plantar

fasciitis, tenderness of both wrists, a solitary enlarged
cervical lymph node and a 2cm enlarged non-tender liver.
He was admitted for investigations, the results of which are
listed below:

Urea and electrolytes Normal
Liver function tests Normal
Autoantibodies Normal
Sputum/urine Negative for acid fast bacilli
Throat swab Normal
Antistreptolysin 'O' titre Negative
Titres for:
Mycoplasma Negative
Psittacosis Negative
'Q' fever Negative
Standard respiratory viruses Negative
Pulmonary function tests Normal
C reactive protein 17 [Normal <13]
Angiotensin converting enzyme 76pL/L [Normal 18-66]
Kveim test Positive

DISCUSSION

In 1889, Ernest Besnier described a skin condition which he
called lupus pernio. Further cases were reported over the
next few years with the addition of new clinical features. In
1899, Caesar Boeck examined sections of tissue from such
patients and coined the term sarkoid.

Sarcoidosis is a multi-system granulomatous disorder of
unknown origin, and protean manifestations, but an
association with Achilles tendinitis has not previously been
reported. There is no mention of Achilles tendinitis in
Scadding and Mitchell's definitive textl and a literature
search since 1986 has proved fruitless.

Our patient developed the erythema nodosum
syndrome, which consists of erythema nodosum (EN),
polyarthropathy, fever and almost invariably, bilateral hilar
lymphadenopathy (BHL). Uveitis is an uncommon
component. Lists of differential diagnoses for EN and
BHL, respectively, are long, but the typical presentation of
the above syndrome is enough to allow a clinical diagnosis of
sarcoidosis. The positive Kveim test in our patient provided
added confirmation. EN syndrome is the presenting
complaint in 14-32% of cases of sarcoidosis in the UK,
although the worldwide and racial variation is even greater.
The syndrome is more common in females with a F:M ratio
of 1.5-3:1 in the UK. The frequency of the syndrome
appears to parallel the population frequency of the HLA- B8
antigen. Most patients have arthralgia, a few have active
arthritis mainly in the ankles, knees, wrists and small
joints of the hand. The acute form of arthritis is not usually
associated with synovial infiltration (unlike the chronic
arthritis of sarcoidosis) but synovial biopsies are rarely
justified so this is not certain. Muscles are rarely involved
symptomatically, but asymptomatic granulomatous
infiltration is probably common. In chronic sarcoidosis
when bones are involved, this may spread to the synovia of
adjacent joints and tendon sheaths and this is usually
associated with overlying lupus pernio.

The aetiology of the tendinitis in our case is unclear, as
the Achilles tendon does not have a synovial sheath. It may
have been part of a generalized enthesopathy, other forms of
which have been reported in sarcoidosis.

Achilles tendinitis is one of the most common overuse
injuries seen in sports medicine.

It is clear that our patient had both Achilles tendinitis and
sarcoidosis, and on balance it seems very likely that they
were causally linked.
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