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INTRODUCTION 

S 
arcoidosis is a multisystem. granulomatous
disease of undetermined etiology, seen most 

often between 20-40 years of age group. It effects 
rhe lungs in 80-90% of the cases l . Being a 
multiorgan disease it can present to any of the 
medical or surgical discipline. Chest radiograph 
showing bilateral hilar and right paratracheal 
lymphadenopathy is highly suggestive initial 
presentation2 , which may progress to parenchymal 
reciculonodular infiltration and fibrosis at a later 
stage. Such radiographic findings with 
disproportionately less clinical symptoms and 
clinical signs are quiet diagnostic of Sarcoidosis3 in 
Western counties and may not even require tissue 
histology showing typical noncaseating granulomas 
to support che diagnosis. 

In areas endemic for tuberculosis there may be 
lot of difficulty in excluding Mycobacterial 
infection as both the diseases have similar clinical, 
radiological and biochemical parameters like raised 
serum calcium, angiotensin converting enzyme 
(ACE), and urinary calcium levels. Negative 
Tuberculin test favors sarcoidosis but both diseases 
may coexist making the situation more confused. 

We wish to presenr a young man whose 
presenting clinical features and chest radiograph 
were highly suggestive of sarcoidosis. Isolation of 
mycobacteria from bronchial washings resulted in 
distraction and delay in the original diagnosis till he 
started developing progressive pulmonary 
infiltration inspite of effective antituberculous 
chemotherapy. He subsequently responded to oral 
steroids. 

CASE HISTORY 

Mr. SA, a 35 years old banker and a national 
hockey player for ten years, presented in May 1998 
for dry cough with occasional sputum, low grade 
fever and progressive limitation to his effort 
tolerance. His present problem st�rted 8 months ago 
in Faisalabad as winter cough which became 
unexpectedly prolonged. He was repeatedly 

examined by his family physician and local chest 
consultant who prescribed him a variety of 
antibiotics and cough suppressant. In view of poor 
respor.se, lastly he was given a short trial of 
antituberculous chemotherapy (A TT) for four weeks 
which did not make any significant alteration in che 
course of illness. 

On presentation he apparently looked quiet 
healthy but depressed because of limitation to his 
physical abilities and unresolving illness. He 
complained of central chest pain, shortness of 
breath on exertion, suppressed appetite. and cough 
which was mainly dry with occasional sputum. 
Physical examination revealed: BP: 115/90. no 
lymphadenopathy or skin lesion, weight: 69 Kg, 
mild wheezing on both lung fields, but rest of 
systemic examination unremarkable. Laboratory 
investigations showed, ESR: 13, total leukocyte 
count: normal (P=80%, L= 16%, E=47r ), 
complete urine examination: unremarkable, B. 
sugar: 175 mg%, liver function tests: normal, 
repeated sputum examination was negative for acid 
fast bacilli, while chest radiograph revealed bilateral 
hilar and paratracheal lyrnphadenopathy (Fig. L). A 
presumptive diagnosis of sarcoidosis was made and 
a battery of supportive tests was advised. This 
included S. Ca: 8.5 mg%, urinary Ca: 199 mg/24 
Hr. S. ACE level: 93 u/L (N= 100-300). CT chest 
revealed enlarged lymph nodes in anterior 
paratracheal, prevascular space and both hila. Right 
lung showed perihilar infiltration with peripheral 
fine nodularity and reticulation, no cavitation or 
calcification was noted (Fig. 2). Transbronchial 
hiopsy revealed noncaseating granulomas, however, 
bronchial washings were positive for acid fast 
bacilli. Anti tuberculous chemotherapy was initiated 
with four primary drugs along wirh inhaled 
bronchodilators and a short course of steroids for 
bronchospasm and persistent cough. . 

The patient reported for review after 2 months. 
He was feeling much better, fever had settled, and 
there was no more wheezing. The continuation 
phase of ATT was started with three drugs (RTE). 

During next follow-up visit two months later, 
i.e. after five months of A TT, though he was
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Fig. l. 

Fig. 2. 

Presenting chest radiograph showing 
p.1ratrarhcal and hilar l�·mphadenopathy.

right 

CT Chc!>t showing peripheral fine nodularity, 
reticulation and right perihilar infiltration. 

subjectively improving, yet experienced low grade 
fever occasionally and chest radiograph showed 
increased parenchymal infiltration but lymph nodes 
had regressed. He was advised to continue same 
therapy but a short course of broadspectrum 
antibiotics was added to cover any secondary 
infection. A follow-up at four weeks was advised. 
The follow-up chest radiograph showed more 
extensive bilateral infiltration (Fig. 3), while 
shortness of breath and nocturnal cough was 
pronounced. 

Fig. 3. 

Fig. 4. 

Follow-up chest radiograph showing extensh� 
bilateral infiltration hut regressed lymph nodes. 

Second CT Chest, 8 months later. re-1-
cxtensive micronodulation with connuem:ie. 
interstitial septa! thickening, enlarged hilar �� 
nodes and right lung infiltration. 

Sequential chest radiographic finding 
clinical course was convincing of initial impre<-
of sarcoidosis in add it ion to tuberculosis R!pCcJ 
CT scan of chest was arranged, which was :-eporr:-: 
as, extensive micronodulation both lung fiel� 
variable size with areas of confluence. ime!"'-·· 
septa] thickening also identified, right lung ha 
inflammatory infiltrates, no cavitation 
calcification noted. enlarged lymph nodes found 
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an alternative diagnosis of sarcoidosis may be 
considered if associated symptoms are 
disproportionately less severe while radiographic 
findings are progressive. 
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