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Introduction

Sarcoidosis is a chronic inflammatory and granulomatous disor-
der. The etiology of this disease is unknown. It affects multiple or-
gans, primarily the skin, lungs, eyes, bones, and lymph nodes (1). 
Scar sarcoidosis at the sites of old scars is a rare form of cutaneous 
sarcoidosis (2). Systemic involvement is seen in most patients with 
scar sarcoidosis (3). If clinicians are unaware of the changes in old 
scars, scar sarcoidosis may be underdiagnosed. Histopathologic 
examination of a punch biopsy, taken from an appropriate lesion, 
usually provides the correct diagnosis.

Case

A 30-year-old male presented with a 1-year history of swelling and 
redness on numerous old scars from childhood injuries. There were 
no other constitutional symptoms such as fever, dyspnea, cough, 
night sweats, or weight loss. A physical examination revealed ery-
thematous, violaceous, firm, non-tender plaques and nodules at 
old scar sites on the right upper lip, right side of the chin, right 
palmar area, and penile shaft (Fig. 1). A punch biopsy taken from 
the lesion on the chin showed numerous, non-caseating naked 
granulomas with multi-nucleated giant cells (Fig. 2). No foreign 
body was observed in a microscopic examination with polarized 
light. Periodic acid-Schiff and Erlich–Ziehl–Neelsen staining were 
negative. Fungal and mycobacterial cultures of skin biopsies did 
not demonstrate any fungal organisms or acid-fast bacilli. Rou-
tine laboratory measurements, including complete blood count, 
differential cell count, erythrocyte sedimentation rate, liver and 
renal function tests, urinalysis, and serum calcium levels were 
normal. VDRL (Venereal Disease Research Laboratory) and TPHA 
(Treponema pallidum hemagglutination assay) results were nega-
tive. The patient’s serum angiotensin-converting enzyme (ACE) 
level was elevated (152 IU/L; normal range 8–52 IU/L). A tubercu-
lin skin test yielded a result of 3 mm. Hand and foot X-rays were 
normal. Chest radiography showed enlarged hilar lymph nodes 
in the mediastinum (Fig. 3a). Pulmonary function tests revealed 
moderate obstructive abnormalities. High-resolution CT (HRCT) 

showed bilaterally enlarged hilar and mediastinal lymph nodes. 
Sputum was negative for acid-fast bacilli. An ophthalmoscopic 
examination revealed normal ocular findings. The patient refused 
to undergo bronchoscopy. Based on the results of clinical, histo-
pathological, and laboratory evaluations, scar sarcoidosis with 
pulmonary involvement was diagnosed. High-potency topical 
corticosteroid was started as a first line-treatment, but no signifi-
cant change in the lesions was observed. We therefore switched 
the patient to oral methylprednisolone treatment (40 mg per day). 
From 1 month, the dose of methylprednisolone was decreased 
gradually and was stopped after 4 months. We observed complete 
regression of previously visible induration of the scars (Fig. 4). A 
chest X-ray showed complete regression in the mediastinal lymph 
nodes (Fig. 3b). Pulmonary function tests revealed mild obstruc-
tive abnormalities.

Discussion

Sarcoidosis is a chronic multi-organ disorder of unknown etiology 
that is characterized by non-caseating granulomas in the affected 
organs (1). Cutaneous manifestations are relatively uncommon 
(20–35%) (4, 5). They are of two groups: specific and non-specific. 
Specific cutaneous lesions present as macules, papules, nod-
ules, plaque, subcutaneous nodules, infiltrative scars, and lu-
pus pernio (3). Non-specific lesions are erythema nodosum (EN), 
calcification, erythema multiforme, prurigo, nail clubbing, and 
Sweet’s syndrome (6). Because skin sarcoidosis has many vari-
ants, the diagnosis of cutaneous sarcoidosis is difficult. To estab-
lish the diagnosis, all clinical, histopathological, and laboratory 
findings should be evaluated simultaneously.

In one study, the lesions of 29% of patients with cutaneous sar-
coidosis started as cicatricial lesions (7). Yanardag et al. reported 
that scar lesions were observed in 2.9% of patients that were previ-
ously diagnosed with sarcoidosis (8). The main difference between 
these two studies was whether or not the scar sarcoidosis was 
accompanied by other cutaneous sarcoidosis lesions. Scar sar-
coidosis is very rare, but it is highly specific for skin sarcoidosis in 
which old scars are infiltrated by non-caseating granulomas (2, 8).
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In addition to reactivation of the scars in traumatic scar areas, 
scar sarcoidosis has been reported at the sites of intramuscular 
injections, tattoos, venepuncture, healed herpes zoster lesions, 
ritual scarification, and desensitization injections (9–11). It has 
been suggested that previous contamination of the old scars with 
foreign bodies at the time of trauma may be a cause of scar sar-
coidosis (12). Foreign body granuloma might be considered in the 
differential diagnosis of scar sarcoidosis. The search for foreign 
bodies by microscopic examination with polarised light is impor-
tant for the diagnosis of scar sarcoidosis.

Pulmonary involvement is known to be more frequent in pa-
tients with lupus pernio and scar sarcoidosis than in patients with 
other skin sarcoidosis variants (8). Scar sarcoidosis may predict 
systemic involvement, especially pulmonary involvement. Scar 
sarcoidosis without other skin lesions is uncommon (8, 13). The 
reported latency period before reactivation of old cutaneous scars 
is between 6 months and 59 years (14).

Differential diagnosis of scar sarcoidosis includes infectious 
skin diseases such as mycobacterium and spirochete infections, 
Crohn’s disease, rosacea, foreign body granuloma, and keloid 
scarring. Our patient had no cutaneous manifestations of sar-
coidosis other than reactivation of old scars. Syphilis is an im-
portant entity in differential diagnosis because our patient had 
an erythematous, indurated raised scar on his penile shaft. The 
patient stated that the lesion was a traumatic scar that appeared 
after a childhood injury. In addition, there was reactivation of all 
old cutaneous scars. Serologic tests for syphilis were negative.

Mana et al. reported that 30% of patients with only cutaneous 
lesions developed systemic involvement after a period of 1 month 
to 1 year (15). Scar sarcoidosis is often associated with erythema 
nodosum and hilar and generalized lymphadenopathy (14, 15). 

We detected skin findings of scar sarcoidosis along with hilar and 
mediastinal lymphadenopathy in our patient.

Sarcoidosis has an extremely heterogeneous clinical picture, 
and is thus defined as “the great imitator.” Awareness of altera-
tions of old scar areas is important. If scar sarcoidosis is suspected 
and a punch biopsy is taken from the reactivated old scar lesion, it 
may be easily diagnosed by histopathological examination.

The treatment and prognosis of skin sarcoidosis are primarily 
related to the degree of systemic involvement (16). Topical steroid 
therapy may sometimes be effective for isolated skin sarcoidosis 
(17). For resistant lesions that are unresponsive to topical thera-
py and cases of systemic involvement, systemic corticosteroids, 
hydroxychloroquine, methotrexate, tetracyclines, isotretinoin, 
pentoxifylline, allopurinol, vitamin D, thalidomide, azathioprine, 
cyclophosphamide, mycophenolate mofetil, and tumor necrosis 
factor (TNF)-α inhibitors may be given (6, 17, 18). Our patient re-
sponded well to systemic corticosteroid treatment. In spite of the 
fact that the patient did not undergo bronchoscopy with trans-
bronchial biopsy and histopathological examination of the biop-
sy, we concluded that there was pulmonary involvement because 
of complete regression in the mediastinal lymph nodes in chest 
X-ray and improvement in pulmonary function test results after 
systemic corticosteroid treatment.

We report this case because it is a rare case of scar sarcoidosis 
with pulmonary involvement that developed on an old penile scar 
and other scar areas. We conclude that scar sarcoidosis should be 
considered in the differential diagnosis of alterations in traumatic 
and/or scar areas and should be investigated for systemic involve-
ment, especially pulmonary involvement, after histopathological 
confirmation of the disease.

Figure 1 | Scar sarcoidosis. a) upper lip, b) chin, c) penile shaft, d) palmar area. 
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Figure 2 | Naked granuloma located in the dermis. (HE × 100).

Figure 3 | a) Chest radiogram showing bilateral hilar enlargement (before treatment). b) Chest radiogram showing regression of hilar lymph nodes (after treatment).

Figure 4 | Scar sarcoidosis after treatment. a) upper lip, b) chin, c) penile shaft, d) palmar area.
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