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symptoms occurred whilst still taking a relatively high
dosage. In each case, a reduction below 20 mg of
prednisolone daily led to a relapse, although in one
case the use of topical medication allowed a reduction
to 10 mg of prednisolone daily. Hydroxychloroquine
was used successfufly in one patient, in whom
corticosteroids were contraindicated because of obes-
ity.

An improved appsarance of the nasal mucosa
paralleled improvement in nasal symptoms, although
the mucosa did not return to normal. In two patients
taking oral corticosteroids, atrophic mucosal changes
developed. It was only possibic 1o withdraw systemic
corticosteroids in one patient without a relapse of
symptoms, either in the nosc or some other manifesta-
tion of the discase. This Caucasian paticnt had
bilateral hitar and right paratracheal lymphadenopa-
thy, pulmonary mottling and nasal involvement.
Corticosteroids were finally withdrawn after scven
years, and the patient remains well one year later.

Biepsy of normal nasal mucosa

in thirteen patients with sarcoidosis but no nasal
symptoms, a biopsy was taken from mucosa which
appeared normal or only a little reddened. Eleven of
the patients had intrathoracic involvement (four
bilateral hilar lymphadenopathy alone and seven
associated pulmonary involvement), one paticnt had
neurosarcoidosis, and one patient had persistent
hypercalcaemia, impaired gas transfer and a positive
Kveim test. Epithelioid cell granulomas were seen in
the biopsy of only one patient, and the other biopsies
were either completely normal or had a scanty
inflammatory cell infiltrate. The single positive histo-
logy was obtained from a patient with sarcoidosis
involving the lungs, eyes, parotid glands, lacrimal
glands and skin,

Involvement of adenocidal and tonsillar tissue

Two cases were seen, in whom histology of
enlarged URT lymphoid tissue showed non-caseating
granulomas. In the first case the adenoids were
removed because of sleep apnoea, and in the second
the tonsils because of recurrent sore throats. In both
patients subsequent investigation revealed pulmonary
sarcotdosis.

Discussion

We estimate that less than five percent of the
patients attending our sarcoidosis clinic had sympto-
matic involvement of their URT. Other authors have
suggested a similar incidence [1-7]. The nose was one
of a number of organs involved in each patient, and
the group in general exhibited long-standing, florid
sarcoidosis. Therefore, it was not surprising to find a
high proportion of West Indian patients (56%) in the
nasal group, compared to ocur clinic population as a
whole. We did not find the female predominance
which is usually reported in nasal sarcoidosis [1-7].

The nasal symptoms, especially blockage and
crusling, were often present at the onset of the
disease, and because of their severity led to the patient
seeking medical advice. A purulent nasal discharge
was a major symptom in 30% of patients, and is a
complaint that has not been cmphasized in previous
reporis [1-7]. A hypertrophied nasal mucosa may
have caused poor drainage and resulted in secondary
bacterial infection. The findings, on examination,
were as described by other authors [1-7], although the
presence of polypoidal granulomatous masses [7] was
not scen. Three out of six patients in our group who
had had surgery, but only one out of 21 who had not,
developed septal perforation. Masal septal perfora-
tion has been reported, both after surgical pro-
cedures, notably submucous resection of the septum
[2, 6, 10, 11], and after medical treatment alone [2, 6,
12]. Submucous resection should be avoided in
sarcoidosis with nasal involvement.

The larynx was affected in five of our patients
(19%), and the nose was also involved in each case,
Involvement of the larynx alone is rare {1], and a
previous study found a similar percentage of nasal
sarcoid with laryngeal involvement [2]. The epiglottis
is most frequently affected [12, 13], and the aryepi-
glottic folds, false vocal cords and ventricles are
affected more frequently than the true vocal cords [6].
Generalized thickening of the mucosa can lead to
airway obstruction, as in two of our patients,
requiring urgent intervention with corticosteroids or
even surgery. In later stages of the disease fibrosis can
narrow and distort the airway.

In most of our cases (78%), nasal involvement was
part of overt multisystem disease. MNasopharyngeal
granulomas may be attributable to many causes, such
as tuberculosis, leprosy, Wegener's granulomatosis,
and cholestero] granulomas [14]. Other causes include
congenital and acquired syphilis, scleroma and ungal
infection [15). Should the nose be the only evident site
ol granulomatous change the diagnosis may remain
doubtful. In one third of our patients, the chest
radiograph was normal, a much higher percentage
than is usually encountered in sarcoidosis [16]. Four
of the fourteen patients described by MCKELVIE et al.
(1] had normal chest radiographs, but only 10% of
the 53 patients described by JaMES et 4l. [2], and none
of the eleven patients described by SELrROOS and
NiemisTé [7]. Certainly the absence of an abnormal
chest radiograph should not deter the diagnosis of
URT sarcoidosis.

Other reports have commented upon the associa-
tion between nasal mucosal involvement and skin
sarcoid, especially of lupus pernio [2, 6, 17]. We found
skin sarcoid in 15 of 27 patients and [upus pernio in
seven. There is an association between persistent skin
infiltration and changes in the bones of the hands and
feet [6, 18], and we found dactylitis in four patients
with skin infiltration.

As the nasal mucosa is easily accessible, it would be
an attractive site to biopsy in order io substantiate a
diagnosis of sarcoidosis. However, biopsy of normal
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1 yielded a positive result in only one case with
multisystem sarcoidosis, a patient with a number of
other eastly accessible sites to biopsy. Two previous
studies have reported a similarly poor yield, one of
the six cases reported by Weiss [19], and none of the
seven by SILTZBACH and BLAUGRUND [17]. In two
cases reported here, lymphoid tissue removed for
other reasons was found to contain granulomas, and
caused investigation which led to a diagnosis of
sarcoidosis. This confirms earlier observations that
URT lymphoid tissue is a rich source of granulomas
in patients with sarcoidosis [15, 20, 21].

Two patients have as yet not required treatment,
however both have only recently been presented to
the clinic. The majority of patients required systemic
treatment of their sarcoidosis over a prolonged
period, and this has been successfully withdrawn in
only one patient. URT symptoms were controlled in
every casc. Others have reported a less favourable
outcome [}, 22], but it is likely that in these cases
either dosage or duration of treatment was not
optimal. If nasal symptoms relapse whilst the patient
is still taking a relatively high dosage of corticoster-
oid, local treatment may be used to allow a further
reduction of oral medication. For example, local
injections of a depot preparation of corticosteroid
into thickened tissue have been found eflective both in
the nose and larynx [[]. Topical medication has been
found useful by some authors [2, 11, 23], but
ineffective by others. Benefit was found in five of our
nine patients, and in one other patient it allowed oral
medication to be reduced.

In summary, nasal involvement is quite rare, it
generally occurs in patients with chronic multisystem
sarcoidosis, does not usually oceur without macro-
scopic changes in the mucosa, and causes severe
symptoms. Biopsy of macroscopically normal nasal
mucosa would not appear to be a useful investigation
to support the diagnosis of sarcoidosis. Patients may
be helped by topical therapy, but the majority will
require oral corticosteroids to control either nasal
symptoms or some other aspect of their disease.
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RESUME: Sur 750 patienis atteints de sarcoidose, 27 ont ume
atteinte de la muquense nasale. La plupart avait une maiadie muiti-
systémique habituellement chronique. Un enchifrénement, une
obstruction nasale et des croiites étaient les symptdmes principaux
et élaient habituellement présents lors du diagnostic de sarcoidosc.
Il y a eu 5 cas d'atieinte laryngée. Le test de Kveim était positif chez
12 des 14 patients chez lesquels il a été exécuié. L'enzyme de
conversion de I'angiotensine élait fréequemment augmenté et les
radiographies des sinus étaicnt souvent anormales. Une médication
locale a amélioré les symptomes chez certains patients mais la
majorité d'entre eux ont eu besoin de cortico-stéroides systémiques.
Ce n'est que chez un seul patient que ['on a pu arréter la médication
complétement aprés 7 années. Chez les auires, on a observé une
rechute au cours de la diminution du dosage. Une biopsie aveugle
d'une muqueuse nasalc macroscopiquement normale w'a fourni
aucun argument histologique pour le diagnostic de sarcoidose chez
12 des |3 patienis mais les tissus lymphoides des voies respiratoires
supérienres peuvent contenir des granulomes chez les patieuts
atteinls de sarcoidose.





