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Pulmonary sarcoidosis presenting as hoarseness and mass lesion
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Abstract

A 46-year male, ex-smoker presented with cough and hoarse-
ness for 2-3 months. The CECT chest revealed a left upper lobe
mass. BAL was negative for AFB, GeneXpert, and malignant
cells. The bronchial biopsy showed granuloma with no caseation
and infiltration of lymphoid cells. The ultrasound abdomen was
normal. The patient was started on prednisolone 0.5 mg/kg. He
improved clinic-radiologically. Ex-smoker, middle-aged man with
hoarseness and mass lesion on CECT chest is highly suspicious of
lung malignancy. Pulmonary sarcoidosis should be kept in the dif-
ferential diagnosis of unexplained hoarseness and mass lesion as
the disease has diverse presentations.
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Introduction

Sarcoidosis is a systemic, chronic granulomatous disease of an
unknown etiology that commonly affects the lungs, but all the
organs can be potentially affected [1]. The diagnosis is usually
done when the clinico-radiographic findings are supported by his-
tological evidence of non-caseating granuloma and other causes of
granuloma and local reactions have been reasonably excluded [1-
3]. The common symptoms are cough, dyspnea, fatigue, weight
loss, and night sweats. Approximately half of the pulmonary sar-
coidosis are clinically asymptomatic [4-6]. Hoarseness is a non-
specific symptom of various benign and malignant diseases; how-
ever, it is most commonly associated with malignancy in current
and ex-smokers. It is rare that, hoarseness may be the presenting
symptom symptoms of pulmonary sarcoidosis [7-9]. Because of
its nonspecific signs and symptoms, computed tomographic (CT)
scan is the commonly used tool for confirmation of the diagnosis
in sarcoidosis [2,5]. The common radiological findings include
bilateral, symmetric micronodules in a peribronchovascular distri-
bution with upper and middle lung lobes predominance accompa-
nied by bilateral, symmetric hilar enlarged lymph nodes.
However, atypical radiographic patterns of pulmonary sarcoidosis
prove to be diagnostically challenging, particularly in the rare
cases like mass lesions [4,10-12]. We are presenting a case of pul-
monary sarcoidosis with high suspicion of lung malignancy, who
was presented with hoarseness for 3 month and mass lesion on
chest CECT scan.

Case Report

A 46-year-old male presented with complaints of cough for
3 months and hoarseness for 2 months. He had no history of
chest pain, wheeze, fever, loss of weight and loss of appetite. He
was an ex-smoker with 10 pack years. His general physical and
respiratory examination was normal. There was no peripheral
palpable lymph node. Otorhinolaryngologist evaluation for
hoarseness was unremarkable. His routine blood investigation
did not showed any abnormality. Chest X-ray (PA view) showed
left hilar opacity. The sputum for direct acid fast bacilli (AFB)
staining, liquid culture for M. tuberculosis (M. Th), GeneXpert
and malignant cell was negative. Serum angiotensin converting
enzyme was 34IU/ml and other connective tissue serology were
also negative. Pulmonary function test showed normal value of
spirometry and diffusion capacity of carbon monoxide (DLCO).
The contrast enhanced computer tomography (CECT) chest
revealed mass lesion (3.9x3.0%3.7 cm) in aortopulmonary win-
dow of left upper mediastinal region encircling and stenosing the
upper lobe bronchioles and pulmonary vessels and subcentime-
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ter mediastinal lymphnodes (Figure 1). On video-bronchoscopy
vocal cord was normal. Carina was sharp. All the opening of both
sides was normal with few nodules were seen in left main and
upper lobe bronchus. Bronchioalveolar lavage (BAL) was nega-
tive for AFB, GeneXpert and malignant cell. The bronchial biop-
sy from left upper lobe showed poorly formed granuloma with no
evidence of caseation and moderate infiltration of lymphoid
cells, consistent with sarcoidosis (Figure 2). BAL fluid culture
for M. Th and fungus was also negative. The ultrasound abdomen
and ophthalmological examination were also normal. Due to high
clinical suspicion of malignancy, patient was advised repeat
bronchoscopic biopsy to confirm diagnosis. Patient refused for
further investigation. Thus, patient was started on steroid therapy
(prednisolone) at the dose of 0.5 mg/kg with the provisional diag-
nosis of sarcoidosis followed by tapering of 5 mg 2 weekly with
regular follow up. His cough and hoarseness improved signifi-
cantly within 2 months of treatment. The CECT chest after 3
months of treatment also showed significant decrease in size of
mass lesion (2.2x3.0x2.2 cm) (Figure 3). The dose of pred-
nisolone was tapered further 2 weekly till 5 mg once daily. He
was kept on 5 mg daily dose for 3 months and 5 mg alternate day
for the next 3 months. His CECT chest after one year of treatment
showed decrease in size of mass lesion. The symptoms were
completely resolved, and treatment was stopped. He is on regular
follow up for 6 months with no symptoms.

-

Case Report

Discussion

The usual symptoms of sarcoidosis are cough, dyspnea, fatigue,
weight loss, and night sweats [4-6]. Hoarseness can be the present-
ing symptom of various benign and malignant diseases. However
hoarseness of 2month in ex-smoker with mass lesion is usually a
symptom of malignancy. There are few reported cases of pulmonary
sarcoidosis with hoarseness as presenting symptom. The mecha-
nisms for hoarseness in sarcoidosis may be explained by: i) com-
pression of the left recurrent laryngeal nerve by enlarged mediastinal
lymph node; Enlargement of mediastinal lymph node is one of man-
ifestation of sarcoidosis particularly hilar lymph node; The left
recurrent laryngeal nerve has almost double the length of the right.
Because of its longer course, it is more susceptible to be compressed,
which leads to hoarseness; the common site of recurrent laryngeal
nerve compression is at the level of the arch of the aorta [7-9]. ii)
Laryngeal infiltration by sarcoid granuloma with normal vocal cord
motility; this is seen in nearly 5% of cases [8,13]. iii) Cranial
polyneuropathy in sarcoidosis may lead to hoarseness and dysphagia
by affecting vagus nerve, such condition is commonly associated
with other neuropathies particularly facial nerve palsy [7]. In our
case the hoarseness may be due to first 2 reasons.

Because of non-specific clinical presentation and no definitive
diagnostic test for sarcoidosis, CECT chest is commonly used tool

Figure 1. CECT chest at presentation. a,b) CECT chest mediastinal window showed mass lesion (3.9x3.0x3.7 cm) with calcification in
aortopulmonary window of left upper mediastinal region. ¢, d) Lung window showed normal lung parenchyma.
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Figure 2. Histopathology of endobronchial biopsy showed poorly form granuloma with no evidence of caseation and moderate infiltra-
tion of lymphoid cells.
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Figure 3. a) CECT chest at presentation showed mass lesion of 3.9x3.0x3.7 cm. b) Decrease in size of lesion to 2.2x3.0x2.2 cm after 3-
month treatment.
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for confirmation. The nonspecific or atypical radiological findings
are seen in 25%-30% of patients [1,2,4]. However, a lung mass,
mediastinal lymph nodes without hilar lymphadenopathy and
lymph node calcification are rare presentation of sarcoidosis
[4,11,12]. Pulmonary sarcoidosis presenting as lung mass on CT
chest is a very rare manifestation limited to case reports [11,12]. As
in our case pulmonary sarcoidosis with lung mass on CT chest with
hoarseness in ex-smoker is highly suspicious of malignancy. The
presence of granulomatous inflammation in biopsy did not confirm
the diagnosis as the granuloma is seen in some small cell lung can-
cer and sarcoid-like reaction are seen in or near the malignancy or
regional draining lymph nodes [11,12]. To confirm diagnosis of
sarcoidosis with an atypical presentation, biopsy from two non-
contiguous sites is recommended [11,12,14]. However, it was not
possible to biopsy from other site in our case as there was no evi-
dence of extrapulmonary involvement. Also our patient refused for
repeat bronchial biopsy. So, he was treated with oral corticosteroid
(prednisolone) and kept on regular follow up. Therapeutic trial
with corticosteroid treatment in atypical presentation of sarcoido-
sis is also one of the diagnostic options [14]. He responded well
clinically within 2 months and for confirmation we did his repeat
CECT chest after 3 months, which also revealed significant
decrease in size of the mass. There are cases of pulmonary sar-
coidosis presenting as lung mass or hoarseness in literature. Our
case is unique form of sarcoidosis presenting with both lung mass
and hoarseness.

Conclusions

It is well known that pulmonary sarcoidosis is difficult to dif-
ferentiate from lung malignancy and other granulomatous dis-
eases. We report a case of sarcoidosis with a high clinical suspicion
of lung malignancy. Lung mass on CT chest with hoarseness in ex-
smoker is a very unique presentation of sarcoidosis.
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