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Sarcoidosis is a multisystem granulomatous disorder of unknown 
etiology that can affect any organ system in the body. Commonly, it 
involves the lungs and can present in various stages. Sarcoidosis may 
involve the upper respiratory tract in 2%-6% of patients [1].

Obstructive Sleep Apnea Syndrome (OSAS) is a common disorder 
which is often under diagnosed. Since OSAS is a major health problem 
with significant long term sequelae, there is a major interest in the 
prevention, early diagnosis, and adequate treatment of OSAS. Since 
the pathogenesis of OSAS is incompletely defined, rare diseases such 
as sarcoidosis may provide insight into OSAS causation, if there is a 
link between untreated sarcoidosis and OSAS development. Potential 
pathogenic mechanisms would include upper airway involvement 
by granulomatous inflammation, hypotonicity of the upper airway 
due to sarcoid myopathy or neuropathy or another unrecognized 
mechanism.	

Sarcoid lesions in the upper airway can consist of large granulomatous 
lesions and nodules of the epiglottis and other supraglottic structures. 
Adhesions due to chronic inflammation and scarring may occur [2]. 
An epidemiologic study of 736 sarcoid patients in the United States 
revealed involvement of the ear, nose and throat in 2.3% of patients 
[3]. Visualization of the oropharyngeal cavity with a laryngoscope may 
reveal epiglottic thickening and granularity, granulomatous masses, and 
infiltrative sarcoid nodules of the epiglottis, aryepiglottic folds, and false 
cords [4]. Occasionally, laryngeal sarcoid can lead to progressive life-
threatening airway obstruction. The incidence of laryngeal sarcoidosis 
is estimated at 1.2% [5]. There are case reports of the occurrence of 
OSAS due to laryngeal involvement with sarcoidosis [6].

OSAS has been reported to occur with a higher frequency in 
sarcoid patients, with one study reporting a prevalence of 17% as 
opposed to 3% in the non-sarcoid control group [7]. The exact reasons 
for a higher prevalence of OSAS in sarcoidosis are not fully understood; 
however, any of the mechanisms described above could predispose to 
the development of OSAS or worsen pre-existing OSAS. Other theories 
suggest that obesity resulting from excessive corticosteroid use increase 
neck circumference and narrow the upper airway. Potential associations 
with lupus pernio and neurosarcoidosis have been correlated with a 
higher prevalence of OSAS [7].	

Although the impact of OSAS in sarcoidosis patients remains to 
be defined, both diseases can cause fatigue [8,9]. Since OSAS related 
fatigue is treated with continuous positive airway pressure (CPAP) and 
sarcoid related fatigue may require immunosuppressive therapy, it is 
important to differentiate these two conditions. The overlap between 
sarcoidosis and OSAS could also have significant adverse effects on lung 
physiology. Since the nocturnal hypoxemia resulting from this overlap 
syndrome might be worse than hypoxemia from either disease alone, 
the impact on cardiovascular co-morbidities could be exponentially 
higher. These detrimental effects of sleep-related hypoventilation and 
hypoxemia may include pulmonary hypertension, cerebrovascular 
disease with associated neurocognitive deficits and coronary artery 
disease. 	

Management of obesity is an important aspect of pulmonary prac-
tice. As a specialty that uses a disproportionate share of corticosteroids, 
we have a duty to be sensitive to the possibility of OSAS development. 
While future studies will be required to define if an overlap syndrome 

between sarcoidosis and OSAS exists independent of corticosteroid 
induced obesity, the possibility exists that patients will be harmed if 
OSAS is left untreated. Future studies should target the possible patho-
genetic mechanisms that underlie the relationship between OSAS and 
sarcoidosis. A better understanding of this overlap syndrome might 
also help in the evolution of new treatment modalities and therapeutic 
interventions for both disorders.
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