
                Chest Disease Reports 2024; volume 12:12978

Abstract 
We report the case of a 35-year-old woman, presenting with 

left Vocal Cord Paralysis (VCP). Diagnostic evaluation revealed 
sarcoidosis to be the underlying pathology. High-resolution 
Computed Tomography (CT) scans exhibited multiple enlarged 
right upper and lower paratracheal and prevascular groups of 
lymph nodes with bilateral diffuse interstitial thickening with 
ground glass opacities in both lungs. The enlarged lymph nodes 

could be a possible mechanism of left vocal cord paralysis through 
compression of the left recurrent laryngeal nerve. Initial treatment 
with oral prednisolone (1 mg/kg/day) with subsequent tapering of 
the dosage led to remission of symptoms. A review of the litera-
ture reveals very few cases that have been reported to date, involv-
ing the left vocal cord. This is the case, indicating the rarity of sar-
coidosis-associated vocal cord paralysis. 

 
 
 

Introduction 
Sarcoidosis is a multisystemic disease of unknown etiology 

which often involves multiple organs, most commonly the lungs 
and lymph nodes.1 We report an interesting case, which initially 
presented as hoarseness of voice accompanied by cough and some 
systemic symptoms such as fatigue and generalized weakness 
with the presence of multiple enlarged mediastinal lymph nodes 
with diffuse interstitial thickening with ground glass opacities in 
the bilateral lung on high-resolution computed tomography of the 
thorax. Following the diagnosis by transbronchial lung biopsy 
supported by an elevated serum angiotensin-converting enzyme 
and exclusion of all the other possible differential diagnosis, the 
patient was started on corticosteroid therapy with significant 
improvement in the symptoms and the quality of life of the 
patient. 

 
 
 

Case Report 
A 35-year-old female presented with complaints of hoarseness 

of voice for the last 3 months and shortness of breath (MMRC 
Grade 1) for the past 2 months. She had no history of fever, cough, 
loss of weight, or loss of appetite, and she was a non-smoker. Her 
general physical and respiratory examination was normal. There 
was no peripheral lymph node on palpation. Her routine blood 
investigations did not show any abnormality. Chest x-ray was sug-
gestive of fine bilateral reticular opacities. The sputum for direct 
Acid-Fast Bacilli (AFB) staining and GeneXpert was negative. The 
Contrast-Enhanced Computer Tomography (CECT) chest revealed 
diffuse interstitial thickening with surrounding ground glass atten-
uation in bilateral lung parenchyma and multiple enlarged right 
upper and lower paratracheal and prevascular lymph nodes (Figure 
1 and 2). Serum angiotensin-converting enzyme was 136IU/ml, 
and other connective tissue serology was negative. Pulmonary 
function test (spirometry) was suggestive of a restrictive pattern. 
She was then planned for video-bronchoscopy and conventional 
Transbronchial Lung Biopsy (TBLB) with Broncho-Alveolar 
Lavage (BAL). During the procedure, it was noticed that she had a 
right vocal cord palsy with multiple small nodules on the posterior 
laryngeal wall (supra-glottic) (Figure 3). All the openings on both 
sides were normal. BAL was negative for AFB, GeneXpert, and 
malignant cells, with a predominance of lymphocytes on cytology. 
The trans-bronchial-lung biopsy from the right lower lobe showed 
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areas of reticulin fibrosis (Figure 4) with multiple naked granulo-
mas and no evidence of necrosis (Figure 5 and 6), consistent with 
sarcoidosis. The raised serum ACE levels with the biopsy sample 
showing non-caseating granulomas established a definitive diagno-
sis of sarcoidosis. The patient was started on steroid therapy (pred-
nisolone) at the dose of 0.5 mg/kg with tapering of steroid dose 
every 4 weeks. Her hoarseness and shortness of breath improved 
significantly after 3 weeks of treatment, and she was advised to stay 
in regular follow-up. 

 
 
 

Discussion 
Sarcoidosis is a complex, multisystem, granulomatous disease 

of unknown aetiology, ranging from asymptomatic to life-threaten-
ing manifestations. It commonly involves the lung parenchyma. 
Laryngeal manifestations of the disease remain rare, with a report-
ed incidence between 0.5% and 8.3%.2 

Among the potential laryngeal manifestations, supraglottic and 
subglottic involvement is usually implicated, with the disease 
rarely affecting the true vocal cords. Literature has shown there 
could be three mechanisms for vocal cord paralysis in sarcoidosis. 
The first mechanism involves direct invasion of the vocal cords by 

the granulation tissue. This is very rare as sarcoidosis is mediated 
through the reticuloendothelial system, and the vocal cords are 
devoid of any lymphatics. There are few cases reporting direct 
involvement of the vocal cords, and in those cases, there was 
involvement of the true vocal cords and supraglottic and subglottic 
areas, suggesting contiguous spread to the true vocal cords from 
these areas. The second mechanism is a rare manifestation of sar-
coidosis, known as neurosarcoidosis, whereby there is the presence 
of polyneuritis of the cranial nerves. The third mechanism relates 
to the compression of the recurrent laryngeal nerves by enlarged 
mediastinal lymph nodes.3 In our case, it can be both due to direct 
involvement of the true vocal cords and the supraglottic and sub-
glottic areas as evidenced by the presence of multiple nodules in 
supraglottic posterior laryngeal wall or due to the involvement of 
the recurrent laryngeal nerve by the enlarged mediastinal (upper 
and lower paratracheal) lymph nodes which is the most common 
mechanism reported for vocal cord paralysis in sarcoidosis. In our 
case, though the presence of neurosarcoidosis could not be exclud-
ed completely, it is very unlikely due to the lack of any aberrant 
cranial nerve or Central Nervous System (CNS) signs and symp-
toms. For pulmonary sarcoidosis, systemic glucocorticoids remain 
the mainstay first-line therapy.4,5 As per the consensus statement by 
the American Thoracic Society, European Respiratory Society, and 
World Association of Sarcoidosis and Other Granulomatous 
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Figure 1. Lung window showing diffuse bilateral interstitial thick-
ening with ground glassing.

Figure 2. Mediastinal window showing paratracheal lymph nodes.

Figure 3. Bronchoscopic view showing multiple nodules.

Figure 4. Histopathology image showing areas of reticulin fibrosis.
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Disorders, the initial dose is 20–40 mg/day with eventual tapering 
and discontinuation of therapy in 6-12 months. In some cases, a 

maintenance dose is required for a longer duration. Some refracto-
ry cases may also require the addition of steroid-sparing agents or 
biologicals for remission induction.6,7  Our patient was initiated on 
oral steroid (prednisolone) therapy at 0.5 mg/kg/day with a plan to 
subsequently taper it in 6-12 months. She improved around 3 
weeks after starting her therapy with a resolution of hoarseness and 
shortness of breath. 

 
 
 

Conclusions 
We conclude that sarcoidosis should be kept in mind as a dif-

ferential diagnosis of hoarseness of voice. A thorough examination 
of hoarseness and early initiation of steroid therapy in cases of 
hoarseness due to sarcoidosis can help us manage the disease bet-
ter and improve the quality of life of the patient. 
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Figure 5. Histopathology image showing lung parenchyma stud-
ded with multiple nodular granulomas.

Figure 6. Histopathology image showing multiple naked granulomas.


