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Abstract: The aim of this manuscript is to provide a comprehensive review of the etiology, measure-
ment, and treatment of common pulmonary symptoms associated with sarcoidosis. The assessment
of symptoms associated with pulmonary sarcoidosis is an important component of disease manage-
ment. Some symptoms of pulmonary sarcoidosis are sensitive but nonspecific markers of disease
activity, and the absence of such symptoms provides evidence that the disease is quiescent. Although
quantifiable objective measurements of pulmonary physiology and chest imaging are important
in the assessment of pulmonary sarcoidosis, they correlate poorly with the patient’s quality of life.
Because the symptoms of pulmonary sarcoidosis directly relate to how the patient feels, they are
reasonable endpoints in terms of clinical research and individual patient care. Recently, the symptoms
of pulmonary sarcoidosis are capable of being quantified via patient-reported outcome measures
and electronic devices. We conclude that a thorough assessment of the symptoms associated with
pulmonary sarcoidosis improves patient care because it is a useful screen for manifestations of the
disease, provides insight into the pathophysiology of manifestations of sarcoidosis, and may assist in
optimizing treatment.
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1. Introduction

Sarcoidosis is a multisystem granulomatous disease of unknown cause. The lung is
overwhelmingly the most common organ involved, with pulmonary involvement occurring
in approximately 90 percent of patients [1–3]. The assessment of pulmonary sarcoidosis
involves the measurement of pulmonary physiology [4], chest imaging techniques [4], and
the use of biomarkers of disease activity and prognosis [5]. These assessments are labor-
intensive, complex, and costly. Although eliciting symptoms of pulmonary sarcoidosis may
lack the resolution of more objective assessments, it can be obtained easily and cheaply.
Eliciting symptoms does not even require a scheduled visit with a clinician, as this can
be performed in real time via electronic devices [6]. Most importantly, symptoms reflect
quality-of-life issues of patients, which are a major treatment indication for sarcoidosis [7].
It is problematic to devise a treatment plan for a disease without taking into account how
the patient feels. The ascertainment of pulmonary sarcoidosis symptoms can act as a
gatekeeper for expensive and time-consuming sophisticated assessments to optimize their
appropriate use and avoid their overuse.

As is the case for most diseases, the presence of pulmonary sarcoidosis symptoms
is a more sensitive than specific marker of disease activity. The presence of pulmonary
sarcoidosis symptoms may also have prognostic significance. This manuscript will review
the major symptoms of pulmonary sarcoidosis and will describe their causes, treatment
implications, and impacts on clinical outcomes.

2. Cough

Cough is an extremely common symptom of pulmonary sarcoidosis. In comparison
to controls, an unselected group of pulmonary sarcoidosis patients was shown to have a
markedly increased cough frequency and severity [8]. The reported frequency of cough
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varies widely across different sarcoidosis populations, and we suspect that this is, in part,
related to the heterogeneity of the sarcoidosis cohorts that were analyzed in terms of disease
activity, sarcoidosis treatment, and percentage of patients with significant pulmonary
involvement. Given those caveats, the prevalence of cough in sarcoidosis patients has been
estimated at between 3% and 53% [9]. Cough has been found to be more severe in black
sarcoidosis patients than in white ones, and more severe and more prevalent in women with
sarcoidosis than in men [9,10]. The severity of cough does not seem to be associated with
spirometry, Scadding stage, smoking status, or age [8,10]. In one series of 36 consecutive
exacerbations of pulmonary sarcoidosis (defined as worsening pulmonary symptoms,
worsening spirometry, and no clinical evidence of an alternative cause of pulmonary
worsening other than pulmonary sarcoidosis) [11], cough was present in 88 percent of the
patients, and was more common than any other pulmonary symptom including dyspnea,
wheeze, and chest pain [11]. Therefore, cough is a sensitive, although not a specific, finding
of active pulmonary sarcoidosis, which we define as symptomatic disease caused by the
granulomatous inflammation of sarcoidosis. It is problematic to determine if pulmonary
sarcoidosis is active. Although chest scan imaging [12], cellular analysis of bronchoalveolar
lavage [13], and pulmonary fludeoxyglucose F18 (FDG) uptake on positron emission
tomography (PET) scanning [14] are fairly accurate in determining pulmonary sarcoidosis
activity, they are expensive and/or invasive. Therefore, the clinical diagnosis of active
pulmonary sarcoidosis is often based on less-specific clinical features such as the clinical
presentation and presenting of symptoms. In this regard, the absence of cough significantly
lowers, but does not eliminate, the possibility of active pulmonary sarcoidosis.

The characteristics of cough are variable in sarcoidosis depending depending on its
etiology (vide infra). The cough may be non-productive or productive, and productive
cough is more common in those with a high cough frequency [8]. Pulmonary sarcoidosis-
related cough is significantly less frequent during sleep [8]. Cough is often chronic in
sarcoidosis, with more than one half of pulmonary sarcoidosis patients experiencing a
cough of greater than 8 weeks duration; additionally, a significant percentage experience
cough for more than one year [8]. Therefore, an acute self-limiting cough syndrome that
resolves without sarcoidosis therapy is unlikely to have been caused by active pulmonary
sarcoidosis. Patients with pulmonary sarcoidosis who cough often identify environmental
triggers including smoky environments, perfumes, and scents [8]. Other sensations related
to cough include a tickle sensation or irritation in the throat [8].

Pulmonary sarcoidosis-associated cough is a common reason for patients to seek
medical attention [15]. Using the Leicester Cough Questionnaire (LCQ), a patient-reported
outcome quality-of-life measure of cough [16], sarcoidosis patients have been found to
frequently experience a significant quality-of-life impairment related to cough [8,10,17]. In
addition, a significant association has been found between cough-related quality-of-life
impairment as measured using the LCQ and general quality-of-life impairment as measured
using the short form-36 (SF-36) [17]. These data suggest that worsening cough significantly
impacts quality of life in a large proportion of sarcoidosis patients. Quality of life is a major
indication for the treatment of sarcoidosis [7]. However, physicians have tended to rely on
objective measures such as forced vital capacity (FVC) or radiographic findings as clinical
endpoints in pulmonary sarcoidosis [4,18], and the correlation between these endpoints
and quality of life is poor [19]. As it has been demonstrated that FVC and radiographic
findings do not correlate with the severity of cough in sarcoidosis [8,10] this suggests that
the monitoring of cough may be an important clinical endpoint for pulmonary sarcoidosis.

There are numerous potential causes of cough in pulmonary sarcoidosis. Probably the
most common mechanisms causing pulmonary sarcoidosis-associated cough are airway
irritation and mechanical airway damage caused directly by granulomatous inflammation.
Sarcoid granulomas have a predilection for depositing in the airways [20] and the presence
of endobronchial sarcoidosis lesions has been associated with cough [21,22]. This airway
irritation/mechanical damage may cause an asthma-like syndrome [23] in which afferent
nerve fibers are stimulated, thereby inducing cough [15,24]. Bronchial hyperreactivity with
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positive methacholine challenge testing is common in pulmonary sarcoidosis [25–27] and
supports an asthma-like cough mechanism. However, sarcoidosis does not commonly
cause an eosinophilic asthma condition, as serum IgE tends to be lower in sarcoidosis
patients than in the general population [28] and levels of exhaled nitric oxide (eNO) are not
increased with sarcoidosis [23]. It is also possible that the chronic cough of sarcoidosis is a
primary disorder of sensory nerves, as is the case for other chronic cough syndromes [29].
“Cough reflex hypersensitivity” is the term used to describe this entity, and this has been
demonstrated in pulmonary sarcoidosis patients using a capsaicin cough challenge test [8].
Airway distortion from fibrotic pulmonary sarcoidosis (Scadding Stage IV) may lead
to significant bronchiectasis [30]. As with other forms of bronchiectasis, mucociliary
clearance may be impaired, leading to cough which is often productive. Such patients are at
increased risk of developing airway and parenchymal lung infection [31]. The acute onset
or worsening of cough in these patients may signify an acute bronchitis, pneumonia, or
an acute exacerbation of pulmonary sarcoidosis [23]. Sarcoidosis of the upper respiratory
tract (SURT) may cause significant nasal sinus, laryngeal, or pharyngeal disease that may
cause significant cough and other upper airway symptoms [32]. In addition, as previously
mentioned, cough is not a specific symptom of pulmonary sarcoidosis and is a common
complaint with a multitude of pulmonary disorders. The clinician should not assume that
the development of cough in a pulmonary sarcoidosis patient is directly related to the
disease and should include a search for an alternative explanation. A proposed algorithm
for the assessment of cough in a pulmonary sarcoidosis patient is shown in Figure 1.
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Figure 1. Proposed algorithm for the assessment of cough in a pulmonary sarcoidosis patient.
†: Examples of such a scenario include (A) concomitant recurrence of sarcoidosis skin lesions or other
extrapulmonary manifestations of sarcoidosis; (B) presentation very similar to the initial presentation
of pulmonary sarcoidosis.

The measurement of cough is problematic because it is a multidimensional assessment
involving both subjective and objective input. Cough frequency can be determined sub-
jectively by the patient, but this method is not very accurate. Cough frequency monitors
have been used in clinical trials [8,33]. Recently, smartphone-based artificial intelligence
(AI) cough monitoring apps have become available that have the potential to accurately
monitor cough frequency in clinical settings [34]. In addition, sound power and sound
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energy can now be measured as a non-invasive measure of cough intensity [34]. Although
the frequency and intensity of cough may be important to measure in order to assess the
effects of therapy, they do not accurately assess the impact of cough on the patient’s quality
of life. Various health-related quality of life (HRQoL) patient-reported outcome measures
(PROMs) of cough have been developed including the aforementioned Leicester Cough
Questionnaire [16] (LCQ) and the Cough-specific Quality of Life Questionnaire (CQLQ) [35]
both of which are well-validated and have had minimal clinically important differences
(MCIDs) determined [33,35]. The LCQ has been used extensively in sarcoidosis [8,10,17].
Because these HRQoL cough PROMs consist of many items that require several minutes
for the patient to complete, cough severity can also be assessed via a visual analog scale
(VAS). VAS cough scales have been used in previous sarcoidosis trials [8,10] and they have
been shown to correlate well with the LCQ in a large sarcoidosis cohort [10].

The treatment of pulmonary sarcoidosis-associated cough depends on its etiology. If
cough is a symptom related to active pulmonary sarcoidosis, it usually responds to therapy
for that condition, particularly with corticosteroid doses of 20 mg/day of prednisone
or less [11]. Very frequently, cough and other pulmonary symptoms related to active
pulmonary sarcoidosis respond in a matter of days. Because it is unlikely that sarcoid
granulomas will appreciably resolve in this short period of time, it is likely that cough and
many other symptoms of acute pulmonary sarcoidosis relate to the airway irritation or
asthma-like mechanisms already described in this manuscript. Patients with fibrocystic
sarcoidosis often develop cough from fibrosis-induced bronchiectatic airway changes [30]
and this often requires bronchodilators and other mucociliary airway clearance techniques.
These patients may frequently develop pulmonary infections [31] that require appropriate
antimicrobial therapy to control cough. When cough is the most prominent symptom
of pulmonary sarcoidosis and the patient does not appear to be experiencing a flare of
the disease, inhaled corticosteroids (ICS) may be useful. The recommended doses in this
situation are high: 800-1600 mcg/day of inhaled budesonide [36] or 800 mcg/day of inhaled
fluticasone [37]. It is unclear if the benefits of ICS for pulmonary sarcoidosis-associated
cough are related to a direct effect on granulomatous airway involvement or suppression
of airway hyperreactivity. Although a meta-analysis suggests that ICSs are beneficial for
pulmonary sarcoidosis-associated cough [38], a subsequent meta-analysis did not clearly
show a benefit [39]. Although inhaled bronchodilators have not been extremely useful
in chronic pulmonary sarcoidosis [40], they may augment suppression of cough in acute
exacerbations of sarcoidosis if asthma-like mechanisms are present. Obviously, cough in
pulmonary sarcoidosis patients may have an etiology unrelated to the disease that may
require other therapies.

3. Wheezing

Wheezing is a very common symptom of pulmonary sarcoidosis. Wheezing was
second only to cough as a symptom of acute pulmonary exacerbations of sarcoidosis [11].
Although pulmonary sarcoidosis is often classified as an interstitial lung disease that would
be expected to result in restrictive lung physiology, airway obstruction is common in
sarcoidosis and may occur via several mechanisms. The failure to appreciate mechanisms
of airflow obstruction in pulmonary sarcoidosis frequently results in the disease being
misdiagnosed as a highly prevalent obstructive lung disease such as asthma or chronic
obstructive pulmonary disease [23].

A major mechanism for airflow obstruction in sarcoidosis is from endobronchial
sarcoid granulomas that may narrow, distort, or rarely completely obstruct the airway [41].
Airway involvement in sarcoidosis is common, as random endobronchial biopsies have
demonstrated granulomatous inflammation in nearly 60 percent of pulmonary sarcoidosis
patients [20]. As mentioned, granulomas may also irritate airways causing bronchospasm
by stimulating afferent nerve fibers [8,15,29] or asthma-like mechanisms [23]. As mentioned,
the fact that some patients with acute exacerbations of pulmonary sarcoidosis improve after
a few days of therapy [42] suggests that bronchospasm, airway nerve fibers, or asthma-like
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mechanisms are involved, as this seems too rapid a response to attribute to the resolution of
granulomatous inflammation. Endobronchial granulomas may result in significant airway
scarring and distortion that often leads to airflow obstruction [12,30]. This is commonly
seen in Scadding stage IV fibrocystic sarcoidosis (Figure 2). In fact, these fibrotic pulmonary
sarcoidosis patients demonstrate significant airflow obstruction more frequently than all
other forms [43]. The airflow obstruction in fibrotic pulmonary sarcoidosis occurs not
only in the large airways, but also the small airways which contribute significantly to
the pathophysiology [44]. Rare causes of airflow obstruction in pulmonary sarcoidosis
include the development of significant bullous disease in fibrotic patients [45] and airway
compression from mediastinal lymphadenopathy. Although the latter entity is common
radiographically, it usually fails to cause significant airflow obstruction unless the lymph
nodes are highly calcified [46]. Table 1 lists the common causes of airflow obstruction in
pulmonary sarcoidosis.

J. Clin. Med. 2023, 12, x FOR PEER REVIEW 5 of 16 
 

 

being misdiagnosed as a highly prevalent obstructive lung disease such as asthma or 
chronic obstructive pulmonary disease [23]. 

A major mechanism for airflow obstruction in sarcoidosis is from endobronchial sar-
coid granulomas that may narrow, distort, or rarely completely obstruct the airway [41]. 
Airway involvement in sarcoidosis is common, as random endobronchial biopsies have 
demonstrated granulomatous inflammation in nearly 60 percent of pulmonary sarcoido-
sis patients [20]. As mentioned, granulomas may also irritate airways causing bron-
chospasm by stimulating afferent nerve fibers [8,15,29] or asthma-like mechanisms [23]. 
As mentioned, the fact that some patients with acute exacerbations of pulmonary sar-
coidosis improve after a few days of therapy [42] suggests that bronchospasm, airway 
nerve fibers, or asthma-like mechanisms are involved, as this seems too rapid a response 
to aĴribute to the resolution of granulomatous inflammation. Endobronchial granulomas 
may result in significant airway scarring and distortion that often leads to airflow obstruc-
tion [12,30]. This is commonly seen in Scadding stage IV fibrocystic sarcoidosis (Figure 2). 
In fact, these fibrotic pulmonary sarcoidosis patients demonstrate significant airflow ob-
struction more frequently than all other forms [43]. The airflow obstruction in fibrotic pul-
monary sarcoidosis occurs not only in the large airways, but also the small airways which 
contribute significantly to the pathophysiology [44]. Rare causes of airflow obstruction in 
pulmonary sarcoidosis include the development of significant bullous disease in fibrotic 
patients [45] and airway compression from mediastinal lymphadenopathy. Although the 
laĴer entity is common radiographically, it usually fails to cause significant airflow ob-
struction unless the lymph nodes are highly calcified [46]. Table 1 lists the common causes 
of airflow obstruction in pulmonary sarcoidosis. 

 

Figure 2. Chest CT scan of a patient with fibrotic pulmonary sarcoidosis. Distortion of airways (yellow
circles) is common in this condition and is the result of granulomatous-induced airway fibrosis.

Wheezing is problematic to quantify. Although smartphone-based artificial intelli-
gence (AI) monitoring apps have been developed for cough [34], we are unaware that they
have been developed to monitor wheezing. Obviously, airflow obstruction, the physiologic
basis for wheezing, can be assessed using pulmonary function tests. Still, irrespective of
the physiologic abnormalities associated with wheezing or the sound that is generated,
wheezing does impact quality of life. We are unaware of specific HRQoL PROMs that
address wheezing, although wheezing is a common item in general respiratory disease



J. Clin. Med. 2023, 12, 6088 6 of 16

HRQoL PROMs [47]. We suspect that there is probably minimal benefit in specifically
quantifying the severity of wheezing in pulmonary sarcoidosis, as it is problematic to
measure and is usually associated with other clinical manifestations of the disease that are
easier to monitor.

Table 1. Common causes of airflow obstruction in sarcoidosis (that could induce wheezing).

Cause Form of Pulmonary Sarcoidosis
Endobronchial deposition of granulomas Active pulmonary sarcoidosis

Cough reflex hypersensitivity granulomatous
inflammation of airways Active pulmonary sarcoidosis

Bronchospasm from granulomatous
inflammation of airways Active pulmonary sarcoidosis

Airway fibrosis from previous granulomatous
inflammation of airways Fibrotic pulmonary sarcoidosis

Development of bullous disease/emphysema * Fibrotic pulmonary sarcoidosis
Airway compression from mediastinal

lymphadenopathy *,†
mediastinal lymphadenopathy

from sarcoidosis
* Rare; † This manifestation most commonly occurs in patients with significantly calcified mediastinal lymphadenopathy.

Wheezing is usually not specifically treated in pulmonary sarcoidosis. As wheezing is
a manifestation of acute pulmonary exacerbations of sarcoidosis [11], systemic therapy for
this condition (often oral corticosteroids initially) is usually effective in alleviating wheezing.
Inhaled corticosteroids may be effective as has been described for pulmonary sarcoidosis-
associated cough (vide supra). There are almost no clinical data on the use of beta agonist
or anticholinergic inhalers in sarcoidosis. One study found that there was an improvement
in forced expiratory volume in one second (FEV1) with salmeterol and ipratropium, with
the former potentiated by concomitant budesonide inhalation [48]. Certainly, it would be
prudent to consider adding a beta agonist inhaler to the standard pulmonary sarcoidosis
treatment of a patient with prominent wheezing, although this maneuver has never been
subjected to study. Wheezing from airflow obstruction related to endobronchial fibrosis
and distortion in fibrotic pulmonary sarcoidosis would not be expected to respond to
bronchodilators [49]. As such patients have significant bronchiectasis and retained airway
secretions, they may benefit from mucociliary clearance techniques [30].

4. Dyspnea

Dyspnea is an extremely common symptom in pulmonary sarcoidosis patients. Dysp-
nea is more common in pulmonary sarcoidosis patients than in healthy matched controls,
with moderate to severe dyspnea being more than 10 times more common (56% versus 4%)
in the pulmonary sarcoidosis group [50]. Dyspnea was also the third most frequent symp-
tom of acute exacerbations of pulmonary sarcoidosis behind cough and wheeze [11].

There are numerous causes of dyspnea in pulmonary sarcoidosis patients. These causes
include the deposition of sarcoidosis granulomas in the lung, manifestations of fibrotic
sarcoidosis, multiple mechanisms that can cause pulmonary hypertension, complications
of treatment, manifestations of extrapulmonary sarcoidosis, psychosocial/functional issues,
and conditions completely unrelated to sarcoidosis. These mechanisms of dyspnea are
listed in Table 2. Obviously, these causes of dyspnea are so diverse that it mandates that
the clinician rigorously evaluates the cause of dyspnea in a pulmonary sarcoidosis patient
to ensure proper treatment for this symptom. In addition, the cause of dyspnea in a
pulmonary sarcoidosis patient may be completely unrelated to the disease, and all of these
causes should also be considered.
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Table 2. Common causes of dyspnea in sarcoidosis.

Major Category Mechanism Mechanism of Dyspnea Treatment

Intrathoracic deposition
of granulomas

Intrapulmonary deposition of
granulomas in

alveoli/interstitium
Decreased lung compliance Anti-granulomatous therapy

Intrapulmonary deposition of
granulomas in airways Increased airway resistance Anti-granulomatous therapy

Asthma/bronchospasm Increased airway resistance Anti-granulomatous therapy;
anti-asthma therapy

Sarcoidosis-associated pleural
effusion (deposition of

granulomas in the pleura) *

Decreased lung volume,
overdistention of

respiratory muscles
Anti-granulomatous therapy

Pulmonary fibrosis

Fibrosis in
alveoli/interstitium Decreased lung compliance Anti-fibrotic therapy?;

Anti-granulomatous therapy?

Fibrosis in airways Increased airway resistance Anti-fibrotic therapy?;
Anti-granulomatous therapy?

Multiple processes:
Intrapulmonary deposition
of granulomas, pulmonary

fibrosis, hypoxic pulmonary
vasoconstriction from

parenchymal sarcoidosis

Pulmonary hypertension Increased pulmonary vascular
resistance, hypoxemia

Pulmonary vasodilators;
anti-granulomatous therapy?

Complications of treatment

Weight gain
from corticosteroids Restrictive ventilatory defect Weight loss; reduce

corticosteroid dose if possible

Pulmonary infection Immunosuppressive
medications

Treat the infectious pathogen;
reduce immunosuppression

if possible

Respiratory muscle weakness Corticosteroid myopathy Reduce corticosteroid dose

Ischemic/hypertensive
cardiomyopathy

Corticosteroid-induced
hypertension/diabetes

Treatment of
hypertension/diabetes and

ischemic heart disease; reduce
corticosteroid dose if possible

Extrapulmonary sarcoidosis

Cardiac sarcoidosis Cardiomyopathy Anti-granulomatous therapy
for cardiac sarcoidosis

Respiratory muscle
involvement with

sarcoidosis *
Respiratory muscle failure

Anti-granulomatous therapy
for respiratory

muscle sarcoidosis

Pulmonary embolism Hypoxemia, increased
pulmonary vascular resistance

Anti-granulomatous therapy
for respiratory

muscle sarcoidosis

Psychological/emotional/
physical state associated

with sarcoidosis

Multiple mechanisms:
depression, fatigue,

cognitive impairment

Increase in the sensation
of dyspnea

Treat the
underlying mechanism

Process unrelated
to sarcoidosis Innumerable mechanisms Innumerable etiologies Treat the

underlying mechanism

?: questionable/controversial treatment; *: rare.

Dyspnea is a sensation that may affect or be affected by emotional, psychological, and
social states. For this reason, these four conditions cannot be assessed in isolation, and
changes in any one of them may affect all the others. The interdependence of these states
has been specifically confirmed in sarcoidosis [51–53], and this implies that dyspnea is
heavily influenced by non-physiologic factors in pulmonary sarcoidosis.
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As dyspnea is a subjective measure, it is typically quantified via a PROM or VAS [54].
It has been clearly shown that the correlation between pulmonary function measurements
and dyspnea is poor [19,51]. Therefore, pulmonary function test results cannot be reliably
used as a surrogate for dyspnea. Specific dyspnea measures in sarcoidosis have included
the Baseline Dyspnea Index (BDI) [51,55], Transitional Dyspnea Index (TDI) [51], the
Borg Dyspnea Scale [51,56], and the Modified Medical Research Council (MRC) Dyspnea
Scale [51]. The Modified MRC Dyspnea Scale has often been used as an entry criterion
in clinical sarcoidosis trials [18]. Although these PROM and VAS measures of dyspnea
function well in clinical trials of large cohorts of patients, most have significant variability
that make them problematic to use longitudinally in individual patients to assess significant
changes in dyspnea over time. Most clinicians do not use these dyspnea measures to make
interventions in individual patients but rather to prompt a more thorough evaluation of
the patient when dyspnea measures suggest a significant change.

As there are innumerable causes of dyspnea, its treatment is dependent on its specific
cause. Although exercise training regimens in sarcoidosis patients have been shown to
improve the 6-min walk distance and lessen fatigue, they have no significant effect on
dyspnea as measured using the Borg Dyspnea Scale [57]. Inspiratory muscle training in
sarcoidosis patients has been demonstrated to significantly reduce dyspnea [58]

5. Chest Pain

Chest pain is a common symptom of pulmonary sarcoidosis. Chest pain has been
reported as a presenting complaint in 9 percent of sarcoidosis patients [59], in 12 percent of
patients experiencing an exacerbation of pulmonary sarcoidosis [11], and in 27 percent of
patients with established sarcoidosis [60].

Pulmonary sarcoidosis-associated chest pain is usually pleuritic in character and
is most common in the substernal and infrascapular areas [61]. The chest pain is often
associated with coughing [61]. The pleuritic character of the pain and its association with
cough suggests that it might be caused by cough-induced musculoskeletal irritation of the
chest wall [61]. No correlation has been found between pulmonary sarcoidosis-associated
chest pain and the following chest imaging features: Scadding chest radiograph stage,
location of sarcoidosis-related lung nodules, mediastinal lymph node burden, and location
of pleural disease [61]. However, although it is an anecdotal finding, we have identified
specific pulmonary sarcoidosis patients with localized pleural disease that correlates well
with the location of their pain (Figure 3). We therefore believe that pleural and subpleural
sarcoidosis may lead to chest pain on rare occasions.

There are other causes of chest pain associated with sarcoidosis and pulmonary
sarcoidosis. As mentioned, chest pain occurs in approximately 10 percent of patients
with an exacerbation of sarcoidosis [11]. Patients with sarcoidosis-associated small fiber
neuropathy may develop a sensation of numbness and burning in scattered locations,
including the chest [62]. Sarcoidosis is associated with pulmonary embolism [63,64], which
should be considered in sarcoidosis with the sudden onset of dyspnea and pleuritic chest
pain. Rarely, a pneumothorax can occur with pulmonary sarcoidosis from necrosis of
subpleural granulomas or rupture of a cystic lesion in a patient with Scadding stage 4
fibrocystic disease [65]. Sarcoidosis-associated pleural effusion is a rare event but may
cause chest pain [66].

The treatment of pulmonary sarcoidosis-associated chest pain depends on its etiology.
If chest pain develops with an acute pulmonary exacerbation of sarcoidosis, it usually
responds to therapy for this condition [11]. The aforementioned common presentation of
pulmonary sarcoidosis-associated chest pain with pleuritic substernal or infrascapular pain
often responds to non-steroidal anti-inflammatory agents.

There are innumerable alternative causes of chest pain in pulmonary sarcoidosis
patients that are unrelated to the disease. The clinician should diligently explore these
possibilities and not reflexively assume that the chest pain in pulmonary sarcoidosis is
caused by sarcoidosis.
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6. Hemoptysis

Hemoptysis is a rare symptom of pulmonary sarcoidosis. The most comprehensive
review of hemoptysis in pulmonary sarcoidosis was published more than 35 years ago,
and found that six percent of 433 sarcoidosis patients developed hemoptysis over the
course of their disease [67]. A literature review of 144 cases of sarcoidosis-associated
hemoptysis found that the reported incidence of hemoptysis in sarcoidosis varied from
1 to 11 percent [68]. Only 22 percent (31/144) of these patients had a bronchoscopy
examination reported, which was normal in one-third of them and in the remainder
revealed mucosal thickening, hyperemia, congestion, and/or narrowing of the airways [68].
Interestingly, most of these patients had Scadding stage 1 (bilateral hilar adenopathy
without parenchymal opacities) or stage 2 (bilateral hilar adenopathy and parenchymal
opacities without fibrosis) chest radiographs. Hemoptysis resolved in most of these cases,
with only one death and five recurrences reported.

Hemoptysis may rarely be an initial manifestation of sarcoidosis, with only four per-
cent of 433 patients presenting with this symptom [67]. Scattered reports of hemoptysis at the
onset of sarcoidosis suggest that it usually resolves with a course of corticosteroids [68–70]. A
biopsy from an endobronchial lesion in one such case revealed “non-caseating granulomas
with central necrosis” [68], and we suspect that airway necrosis related to granuloma-
tous inflammation is the most common cause for this presentation. This mechanism is
consistent with the fact that hemoptysis at presentation of sarcoidosis usually responds
to corticosteroids.

Hemoptysis may occur in patients with Scadding stage 4 fibrocystic sarcoidosis via a
number of mechanisms. Sarcoidosis-associated bronchiectasis occurs in up to 50 percent of
patients with fibrotic sarcoidosis [30,31]. This bronchiectasis is usually of the traction type,
and is most prominent in the central airways (Figure 2) [30,71]. Bronchiectasis in fibrotic
sarcoidosis is most likely related to airway fibrosis caused by granulomatous inflammation
of the airways [72]. Bronchiectasis may lead to airway infection causing significant hemopt-
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ysis [73]. Chronic aspergillus infection including aspergilloma, chronic cavitary pulmonary
aspergillosis, and chronic fibrosing aspergillosis commonly occurs with pulmonary sar-
coidosis, and almost exclusively in those with fibrocystic disease [30,74]. These patients
frequently present with hemoptysis that may be life-threatening (Figure 4) [75]. Although
pulmonary hypertension may be seen with any radiographic presentation of sarcoido-
sis [76], it is most common in those with fibrocystic disease [76]. Pulmonary hypertension
may result in significant hemoptysis by causing vascular engorgement and a hemorrhagic
diathesis [77]. The management of hemoptysis in fibrocystic sarcoidosis involves rapidly
identifying the cause and quickly administering treatment. We have a low threshold for
initiating antibiotics empirically for a bronchiectasis-related infection. We also routinely
obtain respiratory samples to evaluate for infection. Imaging or microbiologic evidence of
aspergillus infection should prompt the obtaining of pulmonary specimens and serologies
for the identification of these pathogens. If the fungal disease is localized, bronchial artery
embolization is a temporizing procedure that may acutely control the bleeding [78,79],
although antifungal agents [74], transcutaneous instillation of antifungals [75], or surgical
resection [74] may be required for long-term control. These patients should be evaluated
for pulmonary hypertension, as this can not only directly cause hemoptysis [80] but may
also exacerbate hemoptysis in patients who have an alternative primary cause of this
symptom [75]. Obviously, fibrocystic sarcoidosis patients may develop hemoptysis from
numerous other causes that are not associated with this specific form of the disease; these
should be searched for and treated.

Other causes of hemoptysis in sarcoidosis include necrotizing sarcoid granulomatosis
(NSG), a condition where the granulomas are typically confluent and necrotic [68,81]. The
necrosis may be the result of granulomas that deposit around pulmonary vessels that are
compressed leading to parenchymal lung infarction and necrosis [82]. Radiographically,
NSG often demonstrates multiple pulmonary nodules with cavitation [83]. It is currently
unclear as to whether NSG is a specific disease entity or a form of sarcoidosis [82]. The rare
entity of sarcoidosis-related pulmonary veno-occlusive disease has also been reported to
present with recurrent hemoptysis [84].

Several medical conditions are associated with sarcoidosis that may lead to hemoptysis.
Sarcoidosis patients appear to be at a higher risk of pulmonary embolism [63,85,86] and
lung cancer [87,88], both of which often present with hemoptysis. Immunosuppressive
agents used to treat sarcoidosis may increase the risk of necrotic lung infection that may
cause hemoptysis.

Table 3 lists several causes of hemoptysis that are directly or indirectly related to
pulmonary sarcoidosis. The clinician should be aware that causes of hemoptysis not related
to sarcoidosis may also occur in these patients.

Table 3. Causes of hemoptysis in pulmonary sarcoidosis.

Cause Form of Sarcoidosis Mechanism

Granulomatous airway lesions Active pulmonary sarcoidosis
(granulomatous inflammation) Granulomatous necrosis of an airway lesion

Bronchiectasis Fibrocystic sarcoidosis

Bronchiectasis from airway fibrosis from
previous granulomatous inflammation.

Hemoptysis from infectious
bronchitis/bronchiectasis

Aspergilloma/Chronic aspergillus
lung infection Fibrocystic sarcoidosis Aspergillus colonization of devitalized lung

with subsequent locally invasive disease

Pulmonary hypertension Many forms of sarcoidosis, most
commonly fibrocystic disease

Pulmonary hypertension leads to vascular
engorgement and a hemorrhagic diathesis

that may be exacerbated by infection,
granulomatous inflammation
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Table 3. Cont.

Cause Form of Sarcoidosis Mechanism

Necrotizing sarcoid granulomatosis
Necrotizing sarcoid

granulomatosis—unclear if this is a form
of sarcoidosis or a separate disease entity

Parenchymal necrosis

Pulmonary embolism Associated with
sarcoidosis epidemiologically

Pulmonary infarction;
pulmonary hypertension

Lung cancer Associated with
sarcoidosis epidemiologically Parenchymal/Airway necrosis

Pulmonary infection Associated with immunosuppressive
agents used to treat sarcoidosis Parenchymal/Airway necrosis

Hemoptysis not specifically related
to sarcoidosis Not applicable Not applicableJ. Clin. Med. 2023, 12, x FOR PEER REVIEW 11 of 16 
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7. Pulmonary Sarcoidosis without Pulmonary Symptoms

It has been estimated that 50 [59,89] to 85 [90] percent of pulmonary sarcoidosis pa-
tients present without pulmonary symptoms. Some of these patients are diagnosed with
pulmonary sarcoidosis fortuitously via chest imaging studies performed for other reasons.
Although approximately 50 percent of pulmonary sarcoidosis cases can be discovered in
this way via mass population chest radiograph screenings [91], this occurs in less than
10 percent of pulmonary sarcoidosis patients cared for in clinical practices [89,90,92]. Ap-
proximately one-quarter of pulmonary sarcoidosis patients present with isolated symptoms
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of extrapulmonary organ involvement (e.g., eye symptoms, skin lesions) [89]. Lofgren’s
syndrome, consisting of bilateral hilar adenopathy on a chest radiograph, erythema no-
dosum skin lesions, and commonly fever and an ankle periarthritis, [93,94] is a common
presentation of sarcoidosis and pulmonary symptoms are often absent. The frequency of
Lofgren’s syndrome is quite variable throughout the world, being particularly common in
Northern Europe and rare in Spain and Japan [95]. In up to 50 percent of cases, pulmonary
sarcoidosis may present with constitutional symptoms such as fever, malaise, night sweats,
and weight loss that are not attributable to a specific organ [59].

Patients with asymptomatic pulmonary sarcoidosis most commonly have no evidence
of parenchymal lung disease on a chest radiograph, with either a normal chest radiograph
(Scadding stage 0) or bilateral hilar/mediastinal lymphadenopathy without parenchy-
mal opacities (Scadding stage 1) [96,97]. The spirometry of asymptomatic pulmonary
sarcoidosis patients is normal in more than 90 percent of cases [96,97].

The prognosis of asymptomatic pulmonary sarcoidosis is better than that of symp-
tomatic patients. In one series of 660 sarcoidosis patients where 175 (27%) were asymp-
tomatic and at least 145 (83%) of those had pulmonary sarcoidosis, asymptomatic patients
less frequently required treatment, developed less organ involvement, and had improved
health-related quality of life [98].

8. Summary

Although the symptoms associated with pulmonary sarcoidosis are not specific for
the disease, they provide important clinical insights. Cough is the most frequent symptom
of active pulmonary sarcoidosis, and the lack of cough greatly lowers the probability of
an exacerbation of pulmonary sarcoidosis. Wheezing is underappreciated in pulmonary
sarcoidosis. It is a very common symptom in acute pulmonary sarcoidosis from the granulo-
matous involvement of the airways and in chronic sarcoidosis from airway distortion from
fibrosis. Chest pain is also an underappreciated symptom of pulmonary sarcoidosis. It is
typically pleuritic and usually not associated with the severity of the disease. Hemoptysis
is a relatively uncommon initial symptom of pulmonary sarcoidosis that usually responds
well to corticosteroids. However, hemoptysis in chronic fibrotic pulmonary sarcoidosis may
suggest bronchiectasis, aspergillus infection, or pulmonary hypertension; all of which are
serious and potentially life-threatening disease complications. Asymptomatic pulmonary
sarcoidosis patients tend to have minimal disease on chest imaging, less often require
treatment, and have a better long-term quality of life than symptomatic patients.

The assessment of the symptoms of pulmonary sarcoidosis is easy to obtain and
has no cost. We believe that comprehensive knowledge of these symptoms will aid the
clinician in identifying and managing various manifestations of the disease. Advances in
artificial intelligence may allow for more accurate monitoring of these symptoms that may
significantly improve patient management.
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with Sarcoidosis: A Randomized Controlled Clinical Trial. Respir. Care 2016, 61, 483–494. [CrossRef] [PubMed]

59. Chappell, A.G.; Cheung, W.Y.; Hutchings, H.A. Sarcoidosis: A long-term follow up study. Sarcoidosis Vasc. Diffus. Lung Dis. 2000,
17, 167–173.

60. Hoitsma, E.; De Vries, J.; van Santen-Hoeufft, M.; Faber, C.G.; Drent, M. Impact of pain in a Dutch sarcoidosis patient population.
Sarcoidosis Vasc. Diffus. Lung Dis. 2003, 20, 33–39.

61. Highland, K.B.; Retalis, P.; Coppage, L.; Schabel, S.I.; Judson, M.A. Is there an anatomic explanation for chest pain in patients
with pulmonary sarcoidosis? South. Med. J. 1997, 90, 911–914. [CrossRef]

62. Tavee, J.; Culver, D. Sarcoidosis and small-fiber neuropathy. Curr. Pain. Headache Rep. 2011, 15, 201–206. [CrossRef]
63. Crawshaw, A.P.; Wotton, C.J.; Yeates, D.G.; Goldacre, M.J.; Ho, L.P. Evidence for association between sarcoidosis and pulmonary

embolism from 35-year record linkage study. Thorax 2011, 66, 447–448. [CrossRef]
64. Ruaro, B.; Confalonieri, P.; Santagiuliana, M.; Wade, B.; Baratella, E.; Kodric, M.; Berria, M.; Jaber, M.; Torregiani, C.; Bruni, C.;

et al. Correlation between Potential Risk Factors and Pulmonary Embolism in Sarcoidosis Patients Timely Treated. J. Clin. Med.
2021, 10, 2462. [CrossRef] [PubMed]

65. Manika, K.; Kioumis, I.; Zarogoulidis, K.; Kougioumtzi, I.; Dryllis, G.; Pitsiou, G.; Machairiotis, N.; Katsikogiannis, N.; Lampaki,
S.; Papaiwannou, A.; et al. Pneumothorax in sarcoidosis. J. Thorac. Dis. 2014, 6 (Suppl. S4), S466–S469. [PubMed]

66. Chopra, A.; Foulke, L.; Judson, M.A. Sarcoidosis associated pleural effusion: Clinical aspects. Respir. Med. 2022, 191, 106723.
[CrossRef] [PubMed]

67. Chang, J.C.; Driver, A.G.; Townsend, C.A.; Kataria, Y.P. Hemoptysis in sarcoidosis. Sarcoidosis 1987, 4, 49–54. [PubMed]
68. Devine, S.T.; Delgado, J.A.; Lippmann, M.L. Hemoptysis as an initial presentation of sarcoidosis: How common is it? Clin. Pulm.

Med. 2007, 14, 76–81. [CrossRef]
69. Rubinstein, I.; Baum, G.L.; Hiss, Y.; Solomon, A. Hemoptysis as the presenting manifestation of sarcoidosis. Chest 1987, 91, 931.

[CrossRef]
70. Nazemiyeh, M.; Rashidi, F.; Gharemohammadlou, R. A rare presentation of pulmonary sarcoidosis with massive hemoptysis.

Arch. Iran. Med. 2014, 17, 84–85.
71. Lewis, M.M.; Mortelliti, M.P.; Yeager, H., Jr.; Tsou, E. Clinical bronchiectasis complicating pulmonary sarcoidosis: Case series of

seven patients. Sarcoidosis Vasc. Diffus. Lung Dis. 2002, 19, 154–159.
72. Judson, M.A. Strategies for identifying pulmonary sarcoidosis patients at risk for severe or chronic disease. Expert Rev. Respir.

Med. 2017, 11, 111–118. [CrossRef]
73. Culver, D.A.; Judson, M.A. New advances in the management of pulmonary sarcoidosis. BMJ 2019, 367, l5553. [CrossRef]

[PubMed]
74. Uzunhan, Y.; Nunes, H.; Jeny, F.; LaCroix, M.; Brun, S.; Brillit, P.; Martinoid, E.; Carette, M.; Bouvry, D.; Charlier, C.; et al. Chronic

pulmonary aspergillosis complicating sarcoidosis. Eur. Respir. J. 2017, 49, 1602396. [CrossRef] [PubMed]
75. Kravitz, J.N.; Berry, M.W.; Schabel, S.I.; Judson, M.A. A modern series of percutaneous intracavitary instillation of amphotericin B

for the treatment of severe hemoptysis from pulmonary aspergilloma. Chest 2013, 143, 1414–1421. [CrossRef]
76. Baughman, R.P.; Shlobin, O.A.; Wells, A.U.; Alhamad, E.H.; Culver, D.A.; Barney, J.; Cordova, F.C.; Scholand, M.; Wijsenbeek, M.;

Ganesh, S. Clinical features of sarcoidosis associated pulmonary hypertension: Results of a multi-national registry. Respir. Med.
2018, 139, 72–78. [CrossRef] [PubMed]

77. Cantu, J.; Wang, D.; Safdar, Z. Clinical implications of haemoptysis in patients with pulmonary arterial hypertension. Int. J. Clin.
Pract. 2012, 177, 5–12. [CrossRef]

78. Chun, J.Y.; Belli, A.M. Immediate and long-term outcomes of bronchial and non-bronchial systemic artery embolisation for the
management of haemoptysis. Eur. Radiol. 2010, 20, 558–565. [CrossRef]

79. Loh, G.A.; Lettieri, C.J.; Shah, A.A. Bronchial arterial embolisation for massive haemoptysis in cavitary sarcoidosis. BMJ Case Rep.
2013, 2013, br2012008268. [CrossRef]

80. Alman, K.J.; Sadd, C.J.; Reif, M.M.; Kanne, J.P.; Runno, J.R. PH Grand Rounds: An interesting case of sarcoidosis-associated
pulmonary hypertension. Adv. Pulm. Hypertens. 2021, 20, 60–65.

81. Liebow, A.A. The J. Burns Amberson lecture—Pulmonary angiitis and granulomatosis. Am. Rev. Respir. Dis. 1973, 108, 1–18.
82. Rosen, Y. Four decades of necrotizing sarcoid granulomatosis: What do we know now? Arch. Pathol. Lab. Med. 2015, 139, 252–262.

[CrossRef]
83. Quaden, C.; Tillie-Leblond, I.; Delobbe, A.; Delaunois, L.; Verstraeten, A.S.; Demedts, M.; Wallaert, B. Necrotising sarcoid

granulomatosis: Clinical, functional, endoscopical and radiographical evaluations. Eur. Respir. J. 2005, 26, 778–785. [CrossRef]
[PubMed]

84. Jones, R.M.; Dawson, A.; Jenkins, G.H.; Nicholson, A.G.; Hansell, D.M.; Harrison, N.K. Sarcoidosis-related pulmonary veno-
occlusive disease presenting with recurrent haemoptysis. Eur. Respir. J. 2009, 34, 517–520. [CrossRef]

85. Swigris, J.J.; Olson, A.L.; Huie, T.J.; Fernandez-Perez, E.R.; Solomon, J.J.; Sprunger, D.; Brown, K.K. Increased risk of pulmonary
embolism among US decedents with sarcoidosis from 1988 to 2007. Chest 2011, 140, 1261–1266. [CrossRef] [PubMed]

86. Goljan-Geremek, A.; Geremek, M.; Puscinska, E.; Sliwinski, P. Venous thromboembolism and sarcoidosis: Co-incidence or
coexistence? Cent. Eur. J. Immunol. 2015, 40, 477–480. [CrossRef] [PubMed]

https://doi.org/10.4187/respcare.04312
https://www.ncbi.nlm.nih.gov/pubmed/26715771
https://doi.org/10.1097/00007611-199709000-00010
https://doi.org/10.1007/s11916-011-0180-8
https://doi.org/10.1136/thx.2010.134429
https://doi.org/10.3390/jcm10112462
https://www.ncbi.nlm.nih.gov/pubmed/34199396
https://www.ncbi.nlm.nih.gov/pubmed/25337404
https://doi.org/10.1016/j.rmed.2021.106723
https://www.ncbi.nlm.nih.gov/pubmed/34954636
https://www.ncbi.nlm.nih.gov/pubmed/3589193
https://doi.org/10.1097/01.cpm.0000258387.98563.d1
https://doi.org/10.1378/chest.91.6.931b
https://doi.org/10.1080/17476348.2017.1281745
https://doi.org/10.1136/bmj.l5553
https://www.ncbi.nlm.nih.gov/pubmed/31641045
https://doi.org/10.1183/13993003.02396-2016
https://www.ncbi.nlm.nih.gov/pubmed/28619957
https://doi.org/10.1378/chest.12-1784
https://doi.org/10.1016/j.rmed.2018.04.015
https://www.ncbi.nlm.nih.gov/pubmed/29858005
https://doi.org/10.1111/ijcp.12004
https://doi.org/10.1007/s00330-009-1591-3
https://doi.org/10.1136/bcr-2012-008268
https://doi.org/10.5858/arpa.2014-0051-RA
https://doi.org/10.1183/09031936.05.00024205
https://www.ncbi.nlm.nih.gov/pubmed/16264037
https://doi.org/10.1183/09031936.00044609
https://doi.org/10.1378/chest.11-0324
https://www.ncbi.nlm.nih.gov/pubmed/21565969
https://doi.org/10.5114/ceji.2015.56972
https://www.ncbi.nlm.nih.gov/pubmed/26862313


J. Clin. Med. 2023, 12, 6088 16 of 16

87. Askling, J.; Grunewald, J.; Eklund, A.; Hillerdal, G.; Ekbom, A. Increased risk for cancer following sarcoidosis. Am. J. Respir. Crit.
Care Med. 1999, 160, 1668–1672. [CrossRef] [PubMed]

88. Søgaard, K.K.; Sværke, C.; Thomsen, R.W.; Nørgaard, M. Sarcoidosis and subsequent cancer risk: A Danish nationwide cohort
study. Eur. Respir. J. 2015, 45, 269–272. [CrossRef]

89. Valeyre, D.; Bernaudin, J.F.; Jeny, F.; Duchemann, B.; Freynet, O.; Planes, C.; Kambouchner, M.; Nunes, H. Pulmonary Sarcoidosis.
Clin. Chest Med. 2015, 36, 631–641. [CrossRef]

90. Mana, J.; Rubio-Rivas, M.; Villalba, N.; Marcoval, J.; Iriarte, A.; Molina-Molina, M.; Llatjos, R.; Garcia, O.; Martinzez-Yelamos, S.;
Vicens-Zygmunt, C.G.; et al. Multidisciplinary approach and long-term follow-up in a series of 640 consecutive patients with
sarcoidosis: Cohort study of a 40-year clinical experience at a tertiary referral center in Barcelona, Spain. Medicine 2017, 96, e7595.
[CrossRef]

91. Sartwell, P.E.; Edwards, L.B. Epidemiology of sarcoidosis in the U.S. Navy. Am. J. Epidemiol. 1974, 99, 250–257. [CrossRef]
92. Sève, P.; Pacheco, Y.; Durupt, F.; Jamilloux, Y.; Gerfaud-Valentin, M.; Isaac, S.; Boussel, L.; Calander, A.; Androdias, G.; Valeyre, D.;

et al. Sarcoidosis: A Clinical Overview from Symptoms to Diagnosis. Cells 2021, 10, 766. [CrossRef]
93. Grunewald, J.; Eklund, A. Lofgren’s syndrome: Human leukocyte antigen strongly influences the disease course. Am. J. Respir.

Crit. Care Med. 2009, 179, 307–312. [CrossRef] [PubMed]
94. Lofgren, S.; Lundback, H. The bilateral hilar lymphoma syndrome; a study of the relation to tuberculosis and sarcoidosis in 212

cases. Acta Medica Scand. 1952, 142, 265–273. [CrossRef]
95. Brown, F.; Modi, P.; Tanner, L.S. Lofgren Syndrome. StatPearls. Treasure Island (FL) ineligible companies. Disclosure: Pranav

Modi declares no relevant financial relationships with ineligible companies. In Disclosure: Laura Tanner Declares No Relevant
Financial Relationships with Ineligible Companies; StatPearls Publishing: Treasure Island, FL, USA, 2023.

96. Iriarte, A.; Rubio-Rivas, M.; Villalba, N.; Corbella, X.; Mañá, J. Clinical features and outcomes of asymptomatic pulmonary
sarcoidosis. A comparative cohort study. Respir. Med. 2020, 169, 105998. [CrossRef] [PubMed]

97. Spyropoulos, G.; Domvri, K.; Manika, K.; Fouka, E.; Kontakiotis, T.; Papakosta, D. Clinical, imaging and functional determinants
of sarcoidosis phenotypes in a Greek population. J. Thorac. Dis. 2022, 14, 1941–1949. [CrossRef]

98. Judson, M.A.; Preston, S.; Hu, K.; Zhang, R.; Jou, S.; Modi, A.; Sukhu, I.; Ilyas, F.; Rosoklija, R.; Yucel, Y. Quantifying the
relationship between symptoms at presentation and the prognosis of sarcoidosis. Respir. Med. 2019, 152, 14–19. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1164/ajrccm.160.5.9904045
https://www.ncbi.nlm.nih.gov/pubmed/10556138
https://doi.org/10.1183/09031936.00084414
https://doi.org/10.1016/j.ccm.2015.08.006
https://doi.org/10.1097/MD.0000000000007595
https://doi.org/10.1093/oxfordjournals.aje.a121609
https://doi.org/10.3390/cells10040766
https://doi.org/10.1164/rccm.200807-1082OC
https://www.ncbi.nlm.nih.gov/pubmed/18996998
https://doi.org/10.1111/j.0954-6820.1952.tb13865.x
https://doi.org/10.1016/j.rmed.2020.105998
https://www.ncbi.nlm.nih.gov/pubmed/32442109
https://doi.org/10.21037/jtd-21-1760
https://doi.org/10.1016/j.rmed.2019.03.012

	Introduction 
	Cough 
	Wheezing 
	Dyspnea 
	Chest Pain 
	Hemoptysis 
	Pulmonary Sarcoidosis without Pulmonary Symptoms 
	Summary 
	References

