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Abstract  

Tuberculosis (TB) and sarcoidosis are granulomatous 

diseases with different etiologies and management; 

however, they have similar clinical and histological 

characteristics. Coexistence of TB and sarcoidosis is 

extremely rare. Presently described is a case of coex-

istence of pulmonary tuberculosis and sarcoidosis 

confirmed microbiologically and histopathologically. 
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Tuberculosis (TB) and sarcoidosis are granuloma-

tous diseases with different etiologies and man-

agement; however, they have similar clinical and 

histological characteristics (1). Distinguishing sar-

coidosis from pulmonary TB can sometimes be a  

 

Özet 

Sarkoidoz ve tüberküloz farklı etyoloji ve tedaviye 

sahip ancak klinik ve histolojik olarak birbiri ile sıkça 

karışan hastalıklardır. Tüberküloz ve sarkoidoz birlik-

teliği nadirdir. Burada mikrobiyolojik ve histopatolojik 

olarak kanıtlanmış tüberküloz ve sarkoidoz birlikteliği 

olan olgu sunulmaktadır. 

Anahtar Sözcükler: Sarkoidoz, tüberküloz, birliktelik, 

tanı. 

 

 

 

 

great challenge to physicians, especially in devel-

oping countries where there is high prevalence of 

TB (2). Coexistence of these 2 diseases is extremely 

rare (3-5). Case of coexistence of TB and sar-

coidosis is described in this report. 
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CASE 

A 50-year-old woman presented at outpatient clinic with 

fatigue, nonproductive cough and backache of 2-month 

duration. She had no history of smoking or medication. 

There was no history of contact with TB and vital signs 

were normal. Crackles at base of both lungs were heard 

on physical examination. There was bilateral hilar en-

largement, increased interstitial and reticulonodular 

opacity on chest X-ray (Figure 1). Thorax CT revealed 

bilateral enlargement of mediastinal lymph nodes, septal 

thickening, and parenchymal perilymphatic nodules (Fig-

ures 2a and b). 

 

 
Figure 1: Initial chest X-ray revealed bilateral hilar enlargement, and 

increased interstitial and reticulonodular opacities 

 

 

 

Figure 2a and b: Initial thorax computed tomography findings were 

enlarged bilateral hilar and mediastinal lymph nodes, septal thickening, 

and parenchymal perilymphatic nodules  

There were no laboratory abnormalities except increased 

level of angiotensin converting enzyme (ACE), C-reactive 

protein (CRP) and increased sedimentation rate [ACE: 

110 (normal range: 0-52 U/L), sedimentation rate: 48/h, 

CRP: 2.5 mg/dL (normal range: 0-0.5 mg/dL)]. Tubercu-

lin skin test anergy was noted, though she had bacillus 

Calmette–Guérin scar. Carbon monoxide diffusion test 

was 44% of predictive value. Fiberoptic bronchoscopy 

revealed enlarged right secondary carina. Bronchoalveo-

lar lavage, bronchial washing, and bronchial mucosal 

biopsy were performed during bronchoscopy. Fine needle 

aspiration of subcarinal lymph node was nondiagnostic. 

Gram and acid-fast bacilli (AFB) staining of bronchial 

lavage material was negative. There was lymphocytic 

alveolitis and CD4/CD8 ratio was 4.5. Pathological 

evaluation of mucosal biopsy from right secondary carina 

revealed granulomatous inflammation. Immunohisto-

chemical evaluation of biopsy specimen revealed immu-

noreactivity with CD68 in epithelial histiocytes (Figures 3 

A and B). Histopathological findings of lung biopsy were 

consistent with sarcoidosis. The patient was diagnosed 

with stage 2 sarcoidosis. Consultation was arranged with 

departments of internal disease, cardiology, and oph-

thalmology. There was no involvement of the eye, skin, or 

heart. As clinical condition was stable, corticosteroid 

treatment was not initiated. Follow-up of clinical and 

radiological progress was planned; however, Lowenstein 

Jensen medium culture of bronchial lavage was positive 

on 25th day. She was diagnosed with TB and treated with 

rifampicin 600 mg, isoniazid 300 mg, ethambutol 1500 

mg, and pyrazinamide 2000 mg on a daily basis for 2 

months, after which pyrazinamide and ethambutol were 

excluded, and dual therapy was continued for 4 months. 

The patient was in good clinical condition and there was 

radiological improvement of parenchymal nodules, 

though no change in lymph nodes or interstitial opacities 

after anti-TB treatment (Figure 4). Clinical and microbio-

logical assessments were evaluated as TB coexisting with 

sarcoidosis. 

 

DISCUSSION 

TB and sarcoidosis are chronic granulomatous diseases 

with similar clinical and histopathological characteristics. 

Differential diagnosis of sarcoidosis and TB is a great 

challenge to clinicians, particularly in countries with high 

prevalence of TB (6). TB is infectious disease caused by 

Mycobacterium tuberculosis and it is still a major health 

problem worldwide. It is characterized by caseating gran-

uloma and treatment is focused on elimination of micro-
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organism (7). It is often difficult to diagnose, especially 

when caseous necrosis is not seen and AFB staining is 

negative in specimens of TB patients (8). Sarcoidosis is a 

multisystem disease of unknown etiology, characterized 

by presence of non-caseating granuloma in the lungs, 

lymph nodes, and other organs (6). 

 

 

 

 

Figure 3a and b: (a) Epithelial histiocyte group under surface epitheli-

um (H&E x400); (b) Immunoreactivity with CD68 in epithelial histiocytes 

(CD68 x400) 

 

 

Figure 4: Follow-up chest X-ray after antituberculosis treatment revealed 

radiological improvement of parenchymal nodules but no change in 

lymph nodes or interstitial opacities 

 

The role of mycobacterium as etiological agent in devel-

opment of sarcoidosis has been investigated in the litera-

ture due to clinical and histological similarities of these 

diseases (8,9). Current approaches indicate increased 

prevalence of sarcoidosis in TB-endemic regions (8). In a 

meta-analysis, it was suggested that there is association 

between mycobacterium (both Mycobacterium tuberculo-

sis complex and nontuberculous) and sarcoidosis (9). 

Sarcoidosis occasionally develops in patients previously 

treated for tuberculosis (3,6,10). Less commonly, TB de-

velops as an opportunistic infection in patients following 

corticosteroid treatment for sarcoidosis (5). Coexistence 

of TB and sarcoidosis is rare (2-5). 

Clinical and radiological features of TB and sarcoidosis 

overlap quite a bit and therefore, diagnostic dilemma 

often persists. Clinical presentation of sarcoidosis is gen-

erally nonspecific. Constitutional symptoms such as fever, 

fatigue, and weight loss are present in approximately 

one-third of patients, similar to our patient. Chest X-ray 

usually shows hilar and mediastinal enlargement. Intersti-

tial or nodular opacities suggesting interstitial lung dis-

ease may also be seen. High resolution CT of thorax 

shows thickening of the interlobular septa and peribron-

chovascular bundles and perilymphatic nodules (2). Clin-

ical and radiological findings of this case were consistent 

with the literature.  

Diagnosis is established most securely when clinical and 

radiological findings are supported by histological evi-

dence (2). In this case, diagnosis of sarcoidosis was also 

supported by anergic tuberculin skin test, decreased dif-

fusing capacity of the lungs, increased serum ACE, in-

creased CD4/CD8 levels in bronchoalveolar lavage fluid, 

and non-caseating granulomatous inflammation in mu-

cosal biopsy of lung.  

Exclusion of TB is important since corticosteroids are 

mainstay treatment for sarcoidosis (2). It is suggested that 

corticosteroid therapy should not be initiated until there is 

microbiological confirmation of mycobacterium culture in 

cases of dilemma in diagnosis between TB and sarcoido-

sis (7). In our case, radiological pattern was consistent 

with stage 2 sarcoidosis. AFB stain of the bronchial lav-

age was negative. Corticosteroid treatment was not im-

plemented until mycobacterium culture results were re-

turned due to high prevalence of TB in our country. The 

patient was also diagnosed with TB based on positive 

Lowenstein-Jensen medium culture of bronchial lavage. 

She was treated with anti-TB drugs for 6 months. There 

was radiological improvement of parenchymal nodules 

but no change in lymph nodes or interstitial opacities 
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after anti-TB treatment. Clinical and microbiological as-

sessments were TB coexisting with sarcoidosis.  

In conclusion, differential diagnosis of granulomatous 

inflammation is difficult for clinicians. It is suggested that 

even if findings point to one of these diseases, coexist-

ence of sarcoidosis and TB should be kept in mind. 
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