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SARCOIDOSIS

Report of Two New Cases
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Sarcoidosis remains a rare disease in Thailand. To the time of this writing,
only 13 cases have been reported.1=8 This communication describes two more authen-
tic cases seen at our hospitals.

Case reports

CASE 1 A 32-year-old Thai-sitk shopkeeper, born at Udonthani in northeastern
Thailand, but resident in Bangkok for the past 20 years, was admitted to the
Bangkok Christian Hospital on January 5, 1981 because of fatigue lasting for about
one month (F.N. 6679-74 ; AN. 152--81). Her annual chest x-ray check-ups showed
negative findings since 1974 up to 1977 (Fig. 1-2). For the last three years she
was under the care of an orthopaedist for recurrent pain in the right arm and the
right wrist. Two months prior to ber admission, a synovectomy was performed on
the right ankle ; unfortunately there was no histological report. Thereafter, she began
to experience debility and some weight loss. A chest radiograph taken on December
9, 1980 then revealed hilar lymphadenopathy and possibly increased broncho-vascular
markings in both lower lung zones (Fig. 3). Antero-posterior tomograms obtained
on December 16 gave confirmation of the hilar adenopathy (Fig. 4). On the day of
admission the patient collapsed after standing all day in her store; her legs suddenly
became weak, but there was no loss of consciousness or dizzy spells.

On examination she appeared healthy and was afebrile. Blood pressure was
120/80 torr. Neither superficial lymphadenopathy nor enlargement of liver and spleen
was detected. Other systems showed findings within normal limits. Haemogiobin
concentration was 11.2 g/dl; haematocrit, 34 per cent ; white—cell count, 9.75x10%/1,
with 77 per cet polymorphs, | per cent basophils, 17 psr cant lympaocytes and 5
per cent monocytes ; platelets were adequate in number, Sedimentation rate was 40
mm/hr. Blood sugar was 78 mg/dl ; urea nitrogen, 18 mg/dl ; creatinine, 1.1 mg/dl;
calcium, 12.4 mg/dl; and phosphorus, 3.8 mg/dl. Alkaline phosphatase was 19
Bodansky units, with undisturbed liver profile. Electrophoresis of the serum proteins
showed values within normal ranges. An initial tuberculin test using PPD 5 TU
(Jan. 6) gave no response. Radiography of hands and feet (Jan. 12) revealed no
abnormality.

On January 23, 1981, a transbronchial biopsy of the right lower lung lobe
disclosed a non-caseating granulomatous lesion. A second tuberculin test (March 11)
unexpectedly showed conversion of skin reactivity ; induration was 11 mm in size.
Further skin tests with SK-SD and with mixed—-mold antigen were all negative.
Studies of T-lymphocytes from peripheral blood revealed adequate and numbers
normal response to PHA stimulation. A Kveim test with antigen from a U.S. source
(performed on March 13) gave a 5 mm-sized papule with histology of typical
sarcoid granuloma.



26 avun s SARCOIDOSIS -
AUYIYY 2525 Report of Two New Cases

Figure 1 A postero-anterior chest Figure 2 A chest radiograph
radiograph taken on taken on October
November 1, 1974 26, 1977 stillshowing
showing no abnormality. no abnormality

Figure 3 Chest radiographs taken on December 16, 1980 (appearing identical to
the film taken on Dec. 9) showing bilateral hilar lymphadenopathy and
possibly increased lung marking in both lower zones.
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Figure 4 A chest tomogram (Dec. 16,
1980) showing bilateral hilar
lymphadenopathy and possibly
right paratracheal adenopathy.

Despite the fact that the patient only received supportive and symptomatic
treatments, her general condition and tendo-muscular power steadily improved ;
periodic follow-up chest films showed gradual improvement with complete resolution
of the hilar lymphadenopathy one and a half years later ; although there seemed to
be some increase of the diffuse interstitital lung lesions (Fig 5-6). Presently the
patient’s general condition remains excellent.

TR

Figure 5 A chest radiograph (Feb. Figure 6 Showing complete resolution

24, 1981) showing regression of hilar shadows and faintly
of hilar shadows as compared visible inter stitial infiltra-

to Fig. 3. tions in both lower lung zones.
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CASE 2 A 42 year-old Indian textile merchant, a life-long Bangkok resident, was
first seen at the out—patient service of Siriraj Hospital on March 18, 1982 with a
provisional diagnosis of sarcoidosis (H.N. 38524-25).

The illness began about two months earlier with low-grade fever, malaise
and marked debility. Treatment as a case of upper respiratory tract infection gave
no benefit. A chest radiograph obtained on March 13, 1982 showed bilateral hilar
lymphadenopathy and prominence of the paratracheal shadow on the right side (Fig.
7). Other investigations showed haemoglobin concentration of 11.4 g/dl; haematocrit,
34 per cent ; and white—cell count, 5.2x10°/1, with 58 per cent polymorphs and 42
per cent lymphocytes ; platelets were adequate in number. Blood sugar was 97
mg/dl and cholesterol 175 mg/dl.

Figure 7 A postero—anterior chest
radiograph taken on March
13, 1982 showing bilateral
hilar and right paratracheal
lymphadenopathy.

The physical examination during his hospital visit did not reveal any abnor-
mality, except a rise in body temperature to 38" C. Susbequent chest radiographs
and computerised tomographic scans confirmed the presence of extensive bilateral
hilar and mediastinal lymphadenopathy (Fig. 8). Tuberculin test with PPD 250 TU
elicited no response, Study of T-lymphocytes from the peripheral blood showed
total T-lymphocytes (%OKTg/lymphocytes) 46.6 (normal 68.7), T-helper cells (%OKT,
JOKT,) 86.7 (normal 68.9), and T-suppressor cells (%OKTg/OKT,) 33.1 (normal
39.5). Fiberoptic bronchoscopy was performed on March 23 and revealed an apparently
normal bronchial tree except for a few small nodules seen at the opening of the

right basal segmental bronchus ; biopsy yielded tissue with chronic granulomatous
inflammation (Fig. 9).
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Figure 8b CT scan showing extensive hilar and mediastinal
lymphadenopathy.
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Figure 9  Section of bronchial tissue showing non-caseating granulomata. (x100).

During a visit on April I, the patient complained of painful swelling of
the right ankle with redness of the overlying skin. Prednisolone (40 mg/day) was
then administered ; it gave promp improvement to the joint lesion as the patient’s
general condition ; follow-up chest radiographs also showed remarkable regression
of the lymphadenopathy (Fig. 10). Corticosteroid therapy was discontinued after
three months. Presently the patient enjoys his excellent health.

Figure 10 A chest radiograph taken
on May 23, 1982 showing
remarkable regression of
hilar and paratracheal
shadows as compared to
Fig 7-8.
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DISCUSSION

The two cases reported herein repersent the fourteenth and the fifteenth
cases of sarcoidosis so far documented in Thailand. The diagnosis in both instances
was established in a well-accepted fashion, based upon typical clinical presentations
(especially the chest radiographic picture of bilateral hilar lymphadenopathy with or
without the right-sided paratracheal adenopathy) accompanied by histological evidence
of a non-caseating epithel oid granuloma from a biopsy or Kveim test, or both :
with the esclusion of other chronic granulomatous conditions, e.g. tuberculosis and
systemic mycoses. Regular follow—ups of the cases finally demonstrated uneventful
remission, spontaneously or with corticosteroid therapy.

It is noteworthy that the diagnosis of sarcoidosis without histological confirma-
tion may be acceptable in totally asymptomatic patients with bilateral hilar lympha
denopathy seen on the chest radiograph.” The problem in using the Kveim test as a
diagnostic tool is the relative inaccessibility of reliable testing material. The best
reagent gives approximately 85 per cent positive reactions in patients with a clinically
active disease ; as the disease regresses or grows more chronic, the proportion of
postitive Kveim tests diminishes.°

SUMMARY

Two recent cases of sarcoidosis were described in a 32-year-old Thai
woman and a 42-year-old Indian man, both residents of Bangkok. Intra-thoracic
lymphadenopathy comprised the predominant clinical features ; mild parenchymal
involvement was also present in the first patient. Diagnosis was established by usual
clinical settings with histological confirmation. The lymph node lesions regressed
spontaneously in one case and with corticosteroid therapy in the other.
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