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DAH from AS use and discontinuation of steroids resulted 
in its cessation.

The etiology of DAH varies from rheumatic diseases, 
drugs, infections, toxins to acute rejection after lung 
transplantation.[2] DAH is not a commonly known adverse 
effect of AS use and its pathophysiology is unclear.

CT abnormalities are nonspecific and include diffuse or patchy 
ground‑glass opacities. Other tests used include bronchoscopy 
with BAL. BAL is the preferred method for diagnosis and DAH 
is confirmed if the aliquots become progressively hemorrhagic. 
Prussian blue staining is used to identify hemosiderin‑laden 
macrophages and, if 20% out of 200 macrophages stain 
positive for hemosiderin, it is considered diagnostic of DAH.[3] 
Treatment of DAH is aimed at the underlying cause such as 
cessation of the implicated drug or toxin, treatment of infection, 
or discontinuation of anticoagulation. When associated with 
capillaritis, systemic steroids, immunosuppressive agents, and/
or plasmapheresis may be used.

To our knowledge, this is only the third such reported 
case. AS use can be suspected in patients who appear 
“bulked up,” or who have a fat‑free mass index of more 
than 25.[4] Early recognition, confirmation of suspicion 
via a bronchoscopy with BAL, and cessation of the 
offending agent are key in the management of patients 
with DAH, which if unrecognized and untreated can lead 
to in‑hospital mortality rates of up to 25%.[5]
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Sir,
Disruption of the alveolar‑capillary basement membrane 
leading to bleeding into the alveolar spaces of the lung 
is characteristic of diffuse alveolar hemorrhage  (DAH) 
syndrome and hemoptysis is the most common presenting 
symptom.[1] Steroids are an uncommon cause of DAH and, 
through this case, we aim to increase awareness regarding 
the acute and life‑threatening pulmonary complications 
of anabolic steroid (AS) usage.

A 47‑year‑old male, current smoker, presented with 1‑week 
history of hemoptysis triggered by cough during construction 
work and sexual intercourse. He had at least five episodes 
of productive cough of 4–6 ounces of bright red blood 
through his mouth and nose. A visit to an otolaryngologist 
did not reveal a cause. A computed tomography (CT) scan 
of the chest with contrast revealed a nonspecific, patchy 
right upper‑lobe airspace opacity [Figure 1] without a focal 
lesion or lymphadenopathy. The patient denied other 
symptoms and any exposures to birds, pets, and farm 
animals recently or in the past. He works as an electrician 
with exposure to insulation material. He is an avid 
weightlifter and his wife endorsed that he used AS 3 times 
a week  (trenbolone acetate, testosterone cypionate, and 
drostanolone proprionate). His physical examination and 
laboratory examination including complete blood count, 
comprehensive metabolic panel, and coagulation panel 
were normal. A bronchoscopy revealed normal mucosa, 
no endobronchial lesions, and progressively bloody 
return on bronchoalveolar lavage (BAL). Cytological and 
microbiological studies on the lavage fluid were negative 
for malignancy and infections, though hemosiderin‑laden 
macrophages were noted. Hemoptysis was attributed to 
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Figure 1: Computed tomography scan of the chest demonstrating right 
upper‑lobe patchy ground‑glass opacity
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Bronchial purging: Atypical pulmonary sarcoidosis 
presenting with bronchorrhea

Sir,
Sarcoidosis is a granulomatous disorder of unknown 
etiology with a multisystem involvement, and the most 
common involved organ is lung. Due to multisystem 
involvement, atypical presentations are common and 
varied in sarcoidosis; however, a patient of sarcoidosis 
presenting with bronchorrhea has not yet been reported 
in literature. We present a case of a  45‑year‑old male, 
a smoker  (smoking index  1 pack year) and with no 
comorbidities, who came with complaints of cough and 
breathlessness  (Modified Medical Research Council 
Grade II) with bronchorrhea (>100 ml/day) for 1 year and 
weight loss for the last 4 months. Clinical examination was 
insignificant. Chest X‑ray is shown in Figure 1. Laboratory 

Figure  1: X-ray chest showing the bilateral hilar prominence with 
homogeneous infiltrates in the left side mid and lower zones

Figure 2: Positron emission tomography‑computed tomography images 
showing fludeoxyglucose uptake in lesions in bilateral upper lobe and 
right middle lobe with mediastinal lymphadenopathy

parameters were within normal limits. He was on empirical 
antituberculosis treatment  (4 drugs‑RHZE) for 1 month 
from outside with no relief. Sputum cytology was negative 
for any malignancy, acid fast bacilli smear and gene expert 
were also negative. Keeping in view of malignancy as the 
most common cause of bronchorrhea, positron emission 
tomography - computed tomography (PET-CT) imaging 
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