
Discussion

Diagnostic Dilemmas
 The differentiation of TB and sarcoidosis 

is challenging, particularly in areas of high 
TB prevalence. 1, 2

 In the absence of positive TB 
microbiology, histology is often the most 
useful differentiator. 2

 Serum ACE is often raised in sarcoidosis, 
but can also be seen in other 
granulomatous disease including TB. 3

 Molecular diagnostics must be 
interpreted with care as false positives do 
occur.

A Possible Association
 There is evidence suggesting an 

association between these conditions, 
particularly that TB infection is associated 
with subsequent sarcoidosis. 4, 5

 Mycobacterial DNA has been isolated in 
sarcoidosis samples 6 and implicated as 
an inciting agent for an aberrant immune 
response though the exact relationship 
remains unclear.7

 Concomitant tuberculosis and sarcoidosis 
is rare but has been reported.1

Clinical Course
A 55 year old Congolese male was seen in clinic with 
a one month history of dry cough and chest pain.

Past Medical History: 
 Insulin-dependent type 2 diabetes
 Treated for latent TB infection 2017 with 4 months 

rifampicin. Diagnosed after daughter treated for 
isoniazid and ethambutol resistant TB.

He did not report fever, weight loss, or night sweats.
Initial CXR showed miliary opacities and CT showed 
widespread lymphadenopathy and diffuse lung 
nodularity. Whilst outpatient investigations were 
ongoing, he presented to hospital with a 2 week 
history of new onset headache and confusion.

Multiple focal seizures with impaired 
consciousness were witnessed and he was 
commenced on levetiracetam.

MRI head and CSF examination did not confirm TB 
and eight induced sputum samples were obtained 
during the admission. One of these sample 
detected MTB DNA, but not to a reportable 
amplification level. TB treatment was not started.

Following inconclusive results, endobronchial 
ultrasound was performed and biopsy was strongly 
suggestive of sarcoidosis. By day 27 of admission 
his clinical condition had significantly improved 
and he was discharged home with follow-up and a 
likely diagnosis of a disseminated sarcoidosis flare.

Neurosarcoidosis was deemed unlikely as the usual 
radiographic and CSF changes were absent. The 
illness remitted without the use of steroids. The
MTB DNA detected in the sputum was ultimately 
corroborated as a false positive result.
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Fig 2. CT Chest abdomen pelvis: Diffuse bilateral lung 
nodules and ground-glass change in the left lower 
lobe. Enlarged mediastinal and abdominal nodes 
with splenomegaly.

Key Differentiating Features2

Tuberculosis Sarcoidosis

Histology Caseating granulomas Non-caseating granulomas

Lymphocytes dense necrotising granulomas Lymphocyte poor non-necrotising “naked” 
granulomas

Complete calcification in healed lesions only Focal calcification

Biochemistry Hypercalcaemia rare Hypercalcaemia common

Hypercalciuria rare Hypercalciuria common

Imaging Pulmonary cavitation common Pulmonary cavitation rare

Unilateral thoracic adenopathy more common 
& tends to be asymmetric when bilateral

Bilateral symmetrical thoracic adenopathy

Fig 1. Chest X-ray : Bilateral miliary opacities with 
left lower zone consolidation

Investigations
CXR: See Figure 1.
CT Chest/Abdomen with contrast:  See Figure 2.
FBC, U&E and LFTs: normal
ESR: ↑120mm/hr (normal <7mm/hr)
HIV, syphilis, hepatitis B and C screen: negative
Autoantibody screen: normal
Serum ACE: ↑264 U/L (normal 8-52 U/L)
Induced sputum: 1 of 8 samples detected MTB DNA 
on PCR but not to a reportable amplification level

CSF examination: Normal pressure, biochemistry, 
and cell count. Viral PCR, AFB smear, bacterial and 
mycobacterial culture negative.
MRI Brain and C-spine: No intracranial abnormalities, 
but osteophytes at C5-7 with compression of left C7 
nerve
Electroencephalogram: normal
Mediastinal lymph node histology: See Figure 3
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Fig 3. Mediastinal lymph node histology: Poorly 
defined, non-caseating granulomas within the 
fibrous tissue. Foci of dystrophic calcification 
including in ‘burnt out’ granulomas. Staining, PCR 
and culture negative for mycobacteria and fungi. 
Features strongly suggest of sarcoidosis.

Poorly-defined non-caseating
granulomas


