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Introduction

Sarcoidosis is a multisystem disorder characterized by the accu-
mulation of lymphocytes and mononuclear phagocytes that lead 
to the development of noncaseating epithelioid granulomas (1). 
Sarcoidosis mostly affects the lungs, lymph nodes, liver, spleen, 
phalangeal bones, parotid glands, eyes, and skin. Cutaneous 
symptoms are common and may be the initial findings of a sys-
temic inflammatory process. Cutaneous involvement in sarcoido-
sis is seen in 10 to 38% of patients with systemic disease (1, 2). 
Although non-specific cutaneous lesions are usually observed 
in the acute stage, specific cutaneous lesions are generally ob-
served in chronic disease. Cutaneous lesions seen in sarcoidosis 
include papules, nodules, plaques, angiolupoid, ulcerative, and 
verrucous lesions, hypopigmented macules, lupus pernio, eryth-
roderma, and granulomas in scars or areas subject to chronic 
trauma (3). Cutaneous sarcoidosis may occur in scar tissue. Scar 
sarcoidosis is a rare but specific form of cutaneous sarcoidosis. 
Old scar tissues are infiltrated with noncaseating epithelioid cell 
granulomas in scar sarcoidosis (4). We present a case of a female 
patient that developed cutaneous sarcoidosis in an old scar area 
on the forehead that was acquired 30 years prior due to injuries 
from a fall.

Case report

A 39-year-old female presented with localized nodular lesion of 2 
months’ duration in an old scar on the left side of forehead that 
she had acquired 30 years prior due to injuries from a fall. The 
patient’s history was not significant. No dyspnea, night sweats, 
weight loss, or any other constitutional symptoms were present. 
Physical examination revealed a purplish-red nodular lesion with 
irregular borders 1 cm in diameter located at the old scar site on 
the left side of her forehead (Figure 1). The patient did not have 
any other anomalies on physical examination. Routine labora-
tory tests, including complete blood cell count, hepatic and re-

nal function tests, serum electrolytes, erythrocyte sedimentation 
rate, C-reactive protein, and serum and 24-hour urine calcium 
were within normal ranges. Chest radiography and high-resolu-
tion thorax CT (HRCT) demonstrated bilateral mediastinal mul-
tiple lymphadenopathies. Upper and lower abdominal CT were 
normal. The lesion was totally excised from the skin. For histo-
pathological examinations, excisional specimens were fixed in 
10% formalin, embedded in paraffin, and sectioned (thickness 
of 4 µm), and slides were stained with hematoxylin and eosin 
(H&E), periodic acid–Schiff (PAS), and Cluster of Differentiation 
68 (CD68), and then examined under a light microscope (Olym-
pus BX51, Tokyo, Japan). Disorganized, grayish-yellow multiple 
tissue samples were observed in the macroscopic examination 
of the excisional biopsy specimen. H&E staining of the specimen 
revealed non-necrotizing, noncaseating granulomatous inflam-
matory structures comprised of epithelioid cells and Langhans 
giant cells with lymphocytic infiltration within reticular dermis, 
consistent with sarcoidosis (Figure 2). 
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Figure 1 | Photograph of the patient showing a purplish-red nodular lesion with 
irregular borders located at an old scar on the left side of the forehead.



62

Acta Dermatovenerol APA | 2015;24:61-63C. Kocak et al.

The giant cells contained asteroid bodies characteristic of sar-
coidosis (Figure 3). No organism was found with the special PAS 
staining. CD68 staining showed granulomas consisting of epithe-
lioid histiocytes and Langhans giant cells (Figure 4). The patient 
was diagnosed with scar sarcoidosis with mediastinal lymph 
node involvement according to the results of histopathological 

and radiological examinations. Local recurrence following exci-
sion occurred after 2 months. Re-excision was performed and lo-
cal recurrence was not observed after the re-excision.

Discussion

Scar sarcoidosis is a rare form of cutaneous sarcoidosis develop-
ing on previous cutaneous scars. Scar sarcoidosis may occur in 
5.4 to 13.8% of patients with cutaneous sarcoidosis (5). Scar le-
sions were seen in 2.9% of patients diagnosed with sarcoidosis in 
a previous study by Yanardag et al. (6). Although the pathogen-
esis of scar sarcoidosis is not known, it has been thought that the 
disorder may be due to previous contamination of the old scars 
with foreign bodies at the time of trauma. In addition, infiltration 
of an old scar by sarcoid tissue may result from a hypersensitivity 
reaction of the skin or erythema nodosum occurring at the time of 
sarcoid activity elsewhere in the body (4, 5). Descriptions indicate 
that the macrophages on phagocytosed foreign bodies may cause 
releases of angiotensin-converting enzymes and lymphokines, 
which lead to the development of granulomas (7). Although scar 
sarcoidosis may occur in scars from previous wounds, it has also 
been reported at the sites of tattoos, ritual scarification, desensiti-
zation injections, healed herpes zoster lesions, and venipuncture 
(5, 8–12). The cutaneous lesions may be solitary or occur along 
with the presence of systemic disease. A previous study reported 
that systemic involvement occurred in 30% of patients that had 
isolated cutaneous lesions after a period of 1 month to 1 year (5). 
Cutaneous sarcoidosis is frequently associated with involvement 
of hilar and mediastinal lymph nodes. Scar infiltration usually oc-
curs early before involvement of the lung parenchyma (13). Our 
patient had skin involvement of scar sarcoidosis together with 
mediastinal lymphadenopathy, but there was no other systemic 
involvement of sarcoidosis. Scar sarcoidosis is characterized by 
recurrence of activity at the site of previous scar areas. The lesions 
initially occur as purplish red erythema and subsequently turn 
brown with an absence of itching. The diagnosis is based on con-
sistent clinical and radiological findings associated with the his-
topathological presence of noncaseating epithelioid granuloma, 
as seen in our patient. (14). Specific lesions are characterized by 
the presence of granulomas of epithelioid cells without necrosis 
on biopsy specimens. Granulomas usually are seen in the super-
ficial dermis but may involve the full thickness of the dermis and 
extend to the subcutaneous tissue. Langerhans giant cells may 
often be seen in clusters of epithelioid cells and Langerhans giant 
cells may contain asteroid bodies, which are star-shaped eosino-
philic structures (15, 16). Differential diagnosis of scar sarcoidosis 
includes infectious skin diseases such as mycobacterium infec-
tions, Crohn’s disease, rosacea, foreign body granuloma, and hy-
pertrophic scar or keloid, which are the clinical mimickers (17). 
The treatment and prognosis of cutaneous sarcoidosis primarily 
depends on the degree of systemic involvement. Topical steroid 
therapy may sometimes be effective for solely cutaneous sar-
coidosis (18).

Consequently, we report this as a rare case of scar sarcoidosis 
along with mediastinal lymph node involvement that developed 
on an old scar area. Patients with inflammatory skin lesions at 
the sites of preexisting scars should be investigated for sarcoido-
sis. If clinicians are unaware of the changes in old scars, scar sar-
coidosis may be underdiagnosed. Histopathological examination 
of skin biopsy specimens usually provides the correct and final 
diagnosis.

Figure 2 | Photomicrograph of the biopsy showing non-necrotizing, noncaseat-
ing granulomatous inflammatory structures comprised of epithelioid cells and 
Langhans giant cells with lymphocytic infiltration within the reticular dermis 
(arrow; H&E stain, ×100).

Figure 3 | Photomicrograph of the biopsy showing Langhans giant cells (LGC) 
containing asteroid bodies (AB; arrow; hematoxylin and eosin stain, ×400).

Figure 4 | Photomicrograph of the biopsy showing granulomas consisting of 
epitheloid histiocytes and Langhans giant cells (arrow; CD68 staining, ×100).
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