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Sarcoidosis is a systemic inflammatory condition causing 
increased immune system activation and manifesting as 
noncaseating granulomatous disease affecting multiple organ 
systems. 

Diagnosis of neurosarcoidosis can be difficult given the overlap 
of imaging findings with more common intracranial lesions. 

This case presents trigeminal neuralgia as the initial 
manifestation of neurosarcoidosis without the presence of 
typical pulmonary symptoms of sarcoidosis.  
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Neurosarcoidosis is seen in approximately 5-10% of patients with 
sarcoidosis. The patient in this case presented with trigeminal 
neuralgia and posed a diagnostic dilemma with a broad differential 
including Lyme disease, multiple sclerosis, trigeminal schwannoma, 
meningioma, tuberculosis, sarcoidosis, and malignancy. 

Only after evaluating for pulmonary manifestations of sarcoidosis 
and obtaining tissue biopsy was a proper diagnosis able to be made 
and appropriate treatment initiated when symptoms recurred. 

53 year old woman with history of asthma, anxiety, 
depression, and mitral valve prolapse presented to primary 
care physician for three weeks of right sided facial numbness, 
jaw weakness and episode of transient diplopia. 

Reduced sensation to light touch and loss of two-point 
discrimination in right V2 distribution of the fifth cranial nerve. 

MRI of the brain revealed mass in right Meckel’s cave 
concerning for trigeminal schwannoma. 

Chest x-ray done for sarcoidosis evaluation, revealed mild soft 
tissue prominence of the right hilum. CT chest showing 
mediastinal and bilateral hilar adenopathy. 

Endobronchial ultrasound (EBUS) transbronchial biopsy 
performed showing noncaseating granulomas consistent with 
sarcoidosis. 

Follow up brain MRI six months later showed interval decrease 
in right Meckel’s cave mass with new mass in left Meckel’s 
cave. Lesions determined to be consistent with 
neurosarcoidosis. 

She developed symptoms at this time of headache and 
nausea. Treatment was initiated with 1.5 mg/kg/day (100 mg 
daily) of prednisone. Symptoms resolved within three days of 
initiating high dose steroids.
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Figure 1 – MRI brain T1 sequence with contrast. Centered in the right Meckel's cave is a 
homogeneously enhancing 18 x 11 x 8 mm mass with enhancement coursing along the V2 and V3 
segments of the right 5th cranial nerve (left). Six month surveillance imaging: MRI brain T1 
sequence with contrast. There is interval decrease in pathologic enhancement involving the right 
Meckel's cave mass with new enhancement within left Meckel's cave (right).

Figure 2 – Left, middle: Smear preparation showing cohesive clusters of epithelioid cells, scattered 
background small lymphocytes (Papanicolaou stain, 200x original magnification).
Right: Representative epithelioid cellular cluster showing architectural cohesion, indistinct 
cytoplasmic borders, and uniform-appearing nuclei with minute nucleoli, consistent with non-
caseating granuloma (Papanicolaou stain, 400x original magnification).

CONCLUSION

The internist should maintain a high clinical index of suspicion for 
sarcoidosis in patients presenting with unexplained neurological 
symptoms, even in the absence of typical pulmonary 
manifestations.
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