
Introduction

Sarcoidosis is a female-predominant multisystem

granulomatous illness.1 A majority of patients develop

respiratory system involvement,1 however only 5-15%

patients with sarcoidosis have neurological

involvement.2Most common neuroendocrine manifestation

(accounting for half) is diabetes insipidus, followed by

amenorrhoea or galactorrhoea. SIADH is very rare and only

few cases have been reported.3 The syndrome of

inappropriate antidiuretic hormone secretion (SIADH) is

caused due to inappropriate continued secretion or action of

the hormone despite normal or increased plasma volume

which results in hyponatremia and hypo-osmolality.4In this

case we describe a rare presentation of sarcoidosis with

SIADH.

Case report:

We report a case of 60 year old male, who presented to our

hospital in December 2013, with acute change in mental

status characterized by lethargy and decreased level of

consciousness since one day. Patient also had history of

cough, dyspnea and hoarseness of voice for past 6 months

history. His general physical examination was normal except

for axillary lymphadenopathy and vitals were stable.On

evaluation of nervous system, patient was in altered

sensorium, not oriented to time, place and person. Cranial

nerves examination was normal. Reflexes were 1+. Plantars

were bilaterally flexors. No signs of meningeal irritation.

Respiratory system- diffuse rhonchi present.

On investigations; CBC was normal. Urea, creatinine, RBS,

LFT was normal. Electrolytes- sodium-112meq/l, potassium
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We report a case of 60 year old male, who presented with acute change in mental status characterized by

lethargy and decreased level of consciousness since one day. Sarcoidosis is a granulomatous disorder of
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5.0 meq/l, chloride was 76 meq/l. Patient’s sodium deficit

was calculated and treated with 3%  Normal saline infusion.

It was noticed that patient had recurrent hyponatremia inspite

of repeated corrections with 3% NS. Urine sodium was

127meq/l, urine osmolality was 314.5mosm/kg, serum

osmolality-254.32 mosm/kg urine glucose was 20mg/dl.

Thyroid profile and cortisol were within normal limits. Chest

X ray showed hilar lymphadenopathy and reticulonudular

pattern.

CT thorax showed bilateral hilar and paratracheal

lymphadenopathy with hazy or egg shell calcification and

small well defined subpleural nodulesas shown in (Fig1).

Fig 1: CECT axial view showing bilateral hilar &

paratracheal lymphadenopathy with hazy or egg shell

calcification.

Differential diagnosis of sarcoidosis and interstitial lung

disease was given.Serum ACE levels were 73 and serum

calcium was 11meq/l. Patient underwent biopsy of

axillary lymph node.It showed non caseating granuloma

(Fig. 2).
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So a diagnosis of sarcoidosis with SIADH was made and

patient was started on tab prednisolone 1 mg/kg body weight

and tablet tolvaptan 15mg/day. Patient’s sodium levels

improved from 119 to 133 meq/l over a period of two weeks

with improvement in clinical symptoms.

Discussion:

Sarcoidosis is ubiquitous disease of unknown etiology, seen

worldwide with a multisystem involvement.5The central

pathologic hallmark of Sarciodosis is the granuloma

formation, consisting of macrophages, epithelioid cells and

multinucleated giant cells which secrete cytokines.

Sarciodosis commonly involves lungs, skin and eyes. Lung

involvement occurs in >90% of sarcoidosis patients.6

Lymphadenopathy is seen in about 15% cases. Intrathoracic

nodes (hilar nodes and paratracheal nodes) are enlarged in

75 to 90%. Peripheral lymphadenopathy is also very

common, particularly involving the cervical axillary,

epitrochlear, and inguinal nodes.7 Diagnosis of sarcoidosis

is a matter of exclusion, as there is no specific test for the

condition. Important differential diagnoses of granulomatous

disease like Crohn’s disease, lymphoma and vacuities should

be excluded. Pathological findings of sarcoidosis are usually

non necrotizing granuloma, but occasionally necrosis can

be observed. Serum ACE levels in neurosarcoidosis have

low sensitivity rates.8 Abnormal CXR is seen only in 30%

of neurosarcoidosis.3 In our case axillary lymph node biopsy

showed not caseating granuloma. CT thorax showed bilateral

hilar and paratracheal lymphadenopathy with hazy or egg

shell calcification and small well defined sub pleural nodules

suggestive of sarcoidosis.

Neurosarcoidosis is a rare but potentially devastating

manifestation of sarcoidosis, with a prevalence of

approximately 5%.9 However asymptomatic central nervous

system (CNS) involvement is found in a much higher

proportion.10 In half of the patients with NS Neurological

symptoms are the presenting manifestation and in the

remaining halfsymptoms may appear within 2 years of being

diagnosed with systemic sarcoidosis.10 The most classic

clinical patterns of nervous system involvement in

sarcoidosis include cranial neuropathy, meningeal diseases

or hypothalamic-pituitary axis involment. Facial nerve palsy

is most frequently involved nerve in sarcoidosis seen,

followed by optic nerve.11 Possible endocrine manifestations

of sarcoidosis includes obesity, body temperature

dysregulations, personality change, SIADH, diabetes

insipidus (50%), hyperprolactinemia, hypoadrenalism,

growth hormone deficiency and impairment in counter-

regulatory response tohypoglycaemia.3Thyroid dysfunction

is seen in 4.2–4.6% of cases. SIADH has been very rarely

reported in literature. It is mainly caused in sarcoidosis due

to deposition of granulomas in the posterior pituitary.12,13

Conclusion:

As neurosarcoidosis is a serious devastating disease which

poses a variety clinical challenges, this paper tries to highlight

that SIADH presenting with severe hyponatremia can be

primary presentation in sarcoidosis. Also as per our pubmed

search, neurosarcoidosis with primary presentation as

SIADH has not described in literature previously. This paper

also tries emphasizes on the need to considerit as differential

diagnosis in unexplained causes of hyponatremia.

Conflict of  Interest : None

References:

1. Chesnutt AN. Enigmas in sarcoidosis. Western J Med.

1995;162:519-26.

2. DiComite G, Sabbadini MG. Neurological involvement in

rheumatological diseases. Neurolog Sci. 2005;26:9-14.

3. Porter N, Beynon HL, Randeva HS. Endocrine and

reproductive manifestations of sarcoidosis. QJM. 2003;

96(8):553-61.

4. Ellison DH, Berl T. Clinical practice. The syndrome of

inappropriate antidiuresis. N Engl J. 2007;356(20):2064-72.

5. Rybicki BA and Lannuzzi MC. “Epidemiology of

Sarcoidosis: Recent Advances and Future Prospects,”

Seminars in Respiratory and Critical Care Medicine.

2007;28(1): 22-35.

6. Baughman RP. Pulmonary sarcoidosis. Clin Chest Med.

2004;25(3):521.

7. Chen HC, Kang BH.”Sarcoidal granuloma in cervical lymph

nodes’. Journal of the Chinese Medical Association.

2005;68(7):339–42.

8. Hoyle JC, Newton HB. Sarcoidosis Diagnosis and

management.Neurological sarcoidosis.2011;14:221-38.

9. Allen RK, Sellars RE and Sandstrom PA.”A Prospective

Study of 32 Patients with Neurosarcoidosis,” Sarcoidosis,

Vasculitis and Diffuse Lung Disease. 2003;20(2):118-125.

10. Lower EE and Weiss KL. Neurosarcoidosis. Clinics in Chest

Medicine. 2008;29(3):475-492.

11. Terushkin V,Stern BJ, Judson MJetal., “Neurosarcoidosis

Presentations and Management, 2010; 16(1): 2-15.

12. Joseph FG, Scolding NJ. Sarcoidosis of the nervous system.

Pract Neurol. 2007;7:234-244.

13. Pawate S, Moses H, Sriram S. Presentations and outcomes

of neurosarcoidosis: a study of 54 cases.QJM. 2009; 102(7):

449-60.

 

A Rare Presentation of Sarcoidosis with SIADH: A Case Report JM Vol. 17, No. 1

42


