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Background: Sarcoidosis and tuberculosis are chronic diseases that rarely occur
concomitantly. We present the case of a 39-year-old woman with microbiological
confirmation of pulmonary tuberculosis and concomitant sarcoidosis. Four weeks
after corticosteroid therapy for sarcoidosis was introduced we had positive find-
ings of mycobacterium culture from bronchial aspirate. Based on these results,
corticosteroid therapy was discontinued and the patient received anti-tuberculo-
sis therapy for six months as required by the national guidelines. During this pe-
riod, new nodes on face, nose, and ear appeared and the patient was diagnosed
with skin sarcoidosis. The patient received colchicine and corticosteroids as per
the national guidelines.

Conclusion: In cases of diagnostic uncertainty between sarcoidosis and tubercu-

losis we should administer corticosteroid therapy until we have microbiological
confirmation of mycobacterium culture.

osis, treatment benefit scheme
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BACKGROUND

Systemic granulomatosis is frequently encountered
in pneumology. Distinguishing sarcoidosis from
pulmonary tuberculosis can be a great challenge to
physicians, especially in Romania where tuberculosis
is highly prevalent. Sarcoidosis and tuberculosis are
chronic diseases that rarely occur simultaneously.
Pulmonary tuberculosis is an infectious disease
characterized by granulomas with caseous necrosis
and in contrast, sarcoidosis is a granulomatous dis-
order characterized by the presence of non-caseating
granulomas in the involved organs.! In few situations,
tuberculosis develops as an opportunistic infection
following corticosteroid treatment for sarcoidosis.

CASE REPORT

A 39-year-old female patient weighing 55 kilograms
was admitted to the clinic because of weight loss
(5 kilograms in over 2 weeks, 50 kilograms in to-
tal). The patient had no past history of sarcoidosis,
had not been given BCG vaccine, had dry cough,
night sweats, erythema nodosum, and mild effort
dyspnea. She had no fever during admission, oxygen

saturation was 90%, blood pressure - 135/80 mm
Hg, was tachycardic (101 beats per second), she
smoked 25 cigarettes daily for over 10 years, and
was without other associated pathology. Laboratory
results: she was HIV-negative, glucose 108 mg/dL,
hemoglobin level 12.6 g/dl, white blood cells 10350/
mm?3, ESR 4.2/ mm’ (severe anemia). The C reac-
tive protein was 10.2 mg/L, alanine transaminase
67 U/l, aspartate transaminase 54 U/I, gamma-
glutamyl transferase 90 U/L, antinuclear antibodies
and antineutrophil cytoplasmic antibodies search
were negative, hypergammaglobulinemia 15.6 g/L,
proteinuria was positive at 0.3 g/24h, albumin 3.1
g/dL, total serum calcium 11.2 mg/dL, while urea
and creatinine in serum were within normal range.
Tuberculin skin test (2 IU) was 6 mm of induration
in diameter (tuberculosis test was read 72 hours
after injection and the induration was measured by
the ball-point method in millimeters). Angiotensin
converting enzyme was elevated (121 U/I), the
immunohistochemical evaluation of biopsy speci-
men from a lymph node revealed immunoreactivity
with CDG68 in epithelial histiocytes. The result of
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spirometry measured 81% of vital capacity, 91.5%
of forced vital capacity, 72% of forced expiratory
volume, 84.4% of forced expiratory volume in the
first second and FEVI/FVC ratio index of 87.2%.
Arterial blood gases: paQ, 9.6 kPa, paCQO, 6.0 kPa,
pH 7.43 and diffusing capacity of carbon monoxide
70%. Ophthalmologic examination found ocular
hypertension, sequels of bilateral anterior uveitis
with large basis iridocornean synechia.

The posterior-anterior projection of the chest
radiography (Fig. 1) showed bilateral micronodular
interstitial infiltrations, with fibrous changes of hilus.
Fibronodular changes in the area of both upper
lobes with lung traction and ground glass pattern.

Figure 1. Postero-anterior chest radiography.

The thorax HRCT (Fig. 2) showed interlobar
and peribronchial thickness in upper lung lobes
with subpleural fibroses and deformation of bron-
chi.? There was a cavity 7x11 mm large in apical
posterior segment of the upper left lobe. The hilar
lymph nodes were more than 2.2 c¢cm in diameter,
some of them had fibrous changes and some were
calcified. HRCT showed hilar lymph nodes enlarge-
ment and granulomas with reticular interstitial
pattern in the lower respiratory part.

The bronchial biopsy (Fig. 3) showed chronic
granulomatous inflammation without caseous ne-
Crosis.

In the bronchoalveolar lavage, CD4 lymphocytes
and alveolar macrophages were predominant. The
ratio of CD4/CD8 lymphocytes was 5.7:1. There
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was no overlapping of these conditions. Due to
the lack of time and in the interest of the patient,
respectively of the hospital equipment, the patient
had to be diagnosed by the normal protocol. So, it
was decided that in the best interest of the female
patient, to put her on corticosteroid therapy, with
prednisolone (1 mg/kg b. w.). 24 days after initiat-
ing the corticosteroid therapy, culturing the sample
on Lowenstein-Jensen medium, mycobacterium tu-
berculosis was isolated. The strain of tuberculosis
was sensitive to first-line antibiotics. Corticosteroid
therapy was excluded after this new result and an-
tituberculous therapy was introduced. The patient
was treated according to national guidelines with
vitamin B6 250 mg, rifampicin 600 mg, isoniazid
300 mg, etambuthol 1200 mg, and pyrazinamide
1500 mg depending on the weight of the patient, on
a daily basis over 8 weeks.? The patient was all the

Figure 3. Histopathology sample 1.
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Figure 4. Histopathology sample 2.

Figure 5. Ear nodule.

Table 1. Differential diagnosis between sarcoidosis and tuberculosis (synthesized)

Clinical differences

Skin lesions Common
Lupus pernio Diagnostic
Erythema nodosum Common
Eye disease Common
Pleural disease Very rare
Cranial nerve VII palsy =~ Common

Pattern of organ
involvement

Marked constitutional 12%
symptoms (night sweats

and weight loss)

Uveal tract, salivary and lacrimal
glands, heart and skeletal muscles,
liver and spleen and small bones
of hand and feet are commonly
involved in sarcoidosis but are
rarely seen in tuberculosis.

Rare (lupus vulgaris)
None

Rare

Rare

Common

Rare

Adrenal glands may be involved in
caseating tuberculosis but almost
never in sarcoidosis.

Involvement of small intestine
is common in TB but rare in
sarcoidosis.

More suggestive of tuberculosis

time in a good clinical condition. However, angio-
tensin converting enzyme was continuously raised
(98 U/l). After 16 weeks of antituberculous therapy,
chest radiography showed complete regression of the
tiny infiltrates in both upper lobes. Antituberculous
therapy was administered for the next two months
until negative mycobacterium culture in new col-
lected sputum was obtained. During the last month

of antituberculous therapy, firm nodes appeared on
face, nose (Fig. 6) and ear (Fig. 5) and histological
tests (Fig. 4 - sample 2) indicated sarcoidosis of the
skin. After 24 weeks of antituberculous treatment,
the female patient received daily prednisolone 40
mg and colchicine 200 mg for sarcoidosis. After 16
weeks (four months total) of corticosteroid therapy,
chest radiography showed almost complete regres-
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Figure 6. Nose nodule.

sion of nodular infiltrates in lung parenchyma, and
skin changes were considerably smaller. The patient
recovered from tuberculosis. This is an interest-
ing case of multi-organ sarcoidosis with positive
mycobacterium culture obtained from bronchial
aspirate. Histological findings of lung and bron-
chial wall suggested sarcoidosis, but the confusing
fact was positive tuberculosis skin test. Sarcoidosis
may present with a wide range of symptoms. The
presented case is interesting because it is very rare
that pulmonary tuberculosis and lung sarcoidosis
concur in the same patient.

A Rare Case of a Tuberculosis Patient with Sarcoidosis

DISCUSSION

I have presented the interesting case of a patient
with microbiological confirmation of pulmonary
tuberculosis and also pulmonary and skin sarcoid-
osis at the same time and have emphasized the
diagnostic problems that may occur when these
conditions coexist. The beginning of steroid therapy
in patients with underlying infection may accentuate
life threatening complications.* In the majority of
cases when there is a dilemma in diagnosis between
tuberculosis and sarcoidosis, if we can, we should
apply a rapid molecular assay for TB like Xpert
MTB/RIF or LPA or in cases where we do not
have access to this technology we can advance with
corticosteroid therapy until we have microbiological
confirmation of mycobacterium culture.
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BBepeHue: Capkonpaos u Ty6epKynés ABNATCA XPOHUYECKUMY 3a60N1eBaHNAMM,
KoTopble pefKo BO3HMKAIOT OfHOBpPeMeHHO. Mbl cooblaem o cnyyae 39-neTHen
MEHLUHbI C MUKPOBUOIormyeckummn npusHakamm Tybepkynésa nérkmx n conyt-
CTBylOLLEro capkongosa. Yepes ueTbipe Hefilenn nocne BBeAeHUA KOPTUKOCTEPO-
NOOB NPU cCapKomnzo3e Mbl YCTAHOBWUAWN MONIOXUTENbHblE pe3ynbTaTbl B OTHOLLe-
HUM MUKOOaKTEpPManbHOW KynbTypbl 6pOHXManbHOro acnvparta. Ha ocHoBaHuM
3TWX pe3ynbTaToB Tepanua KOPTMKOCTeponaamu 6bina npekpatleHa, h naymeHTKe
6blna Ha3HauyeHa NPOTMBOTYOEpPKYNE3HaA Tepanna B TeyeHne LWecTun MecALeB B
COOTBETCTBUM C TpeboBaHMAMM rOCyAapCTBEHHOMO CTaHAapTa. B aTtoT neprog no-
ABUNUCH HOBbIE Y3EMIKM Ha JINLE, HOCY, YXe 1y 60NbHO Obl1 ANarHOCTMPOBaH cap-
Kounzo3 Koxu. bonbHoOI faBanu KONXNLUMH 1 KOPTUKOCTEPOUAbI B COOTBETCTBUN C
rocyfapCTBeHHbIM CTaHAAPTOM.

3aknioueHume: B ciiyyae COMHEHU OTHOCUTESNIbHO JMarHo3a Mexy CapKorgo3om
1 Ty6epKyné3oM HaM HEOOXOAMMO Ha3HAUUTb Tepanuio KOPTMKOCTepoudamu,
MoKa Mbl He MOyYM MUKPOOMONornyeckoe NogTBepPKAeHe Ha OCHOBE MUKO-
6aKTepuranbHOM KynbTypbl.
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