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Introduction
Sarcoidosis is a chronic multisystem disorder of un-

known etiology characterized by formation of non ca-

seating epitheloid granulomas and derangement of nor-

mal tissue architecture (1,2).  It can affect all organs of 

the body but intrathoracic involvement (pulmonary and 

hilar nodes) occurs in about 90% of cases (3).  It is a 

world wide disease with regional variation in incidence, 

affecting both genders with slight female preponderance 

(4).  All age groups are affected with bimodal peaks be-

tween 25-35 years and 45-65 years (4). In the West, the 

disease is quite common in persons of black descent, 

the Scandinavians, and the Irish. African Americans (es-

pecially women) are more severely affected than whites 

(5). Sarcoidosis is said to be rare in indigenous Africans, 

but there are now well validated reports of many clini-

cal cases in Africa (6,7). Africans are thought to present 

most commonly with extrapulmonary sarcoidosis albeit 

in late stages. Skin sarcoidosis can arise in isolation or as 

a component of a systemic disease. 

There has not been any report on sarcoidosis from our 

center. This case is being reported to highlight this un-

usual skin presentation.

Case Report
A 65 year old married woman presented with a swell-

ing on the anterior surface of her right ankle joint of six 
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Summary
Sarcoidosis is relatively uncommon in indigenous black Africans, 
especially along the West African coast. There has not been any report 
of isolated cutaneous sarcoidosis from our center.
We present a patient who was reviewed with an isolated  ganglion-like 
subcutaneous swelling on the ankle region. Excision biopsy revealed 
a non caseating granulomatous lesion. Systemic evaluation was not 

remarkable and the lesion was negative for tuberculosis and fungi. The 
operative wound healed with the use of of a combination therapy with 
oral chloroquine, prednisolone, and methotrexate. We conclude that 
cutenous sarcoidosis can occur in the absence of systemic disease and 
definitive diagnosis is by histological finding of a non caseating granu-
loma, when other potential causes such as tuberculosis are excluded.

months duration. The swelling was initially small and 

painless but later increased in size and became painful. 

There were no other swellings elsewhere, neither was 

there any preceeding history of trauma. Review of other 

systems was normal.  The lesion was about 4x6cm in 

size, non tender and not fixed to underlying tissues. The 

overlying skin was grossly normal. A preliminary diag-

nosis of ganglion of the flexor tendons was made. The 

complete blood count, urinalysis, serum electrolytes and 

urea were within normal limits. Surgical excision of the 

lesion under local anaesthesia revealed a cream white 

subcutaneous mass not attached to the tendons. The 

wound was closed primarily. Histology revealed a non 

caseating granulomatous lesion (fig1). Mantoux test was 

negative, and the chest radiograph was normal. Acid fast 

stain and Periodic acid Schiff stain for fungal granuloma 

were negative.

The incision site failed to heal. Progression of lesion was 

evident between the gaping edges of the wound. The 

patient was subsequently placed on prednisolone 40mg 

twice daily, oral chloroquine 200mg daily and intrave-

nous methotrexate 40mg monthly. After an appreciable 

improvement the predisolone was tailed off to 5mg dai-

ly. The medications were administered for four months 

by which time the wound had healed, and no recurrence 

was noticed at the site.

The patient has been followed up for more than a year 
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without any evidence of local recurrence or 

systemic manifestation.

Discussion
Infiltration of tissues with noncaseating 

granuloma is the hallmark of sarcoidosis 

(1-7).  It most commonly affects the lungs, 

lymph nodes, eyes, bones and skin. Gastro-

intestinal and neurosarcoidosis, although 

rare, have been reported. In patients with 

systemic disease the skin is involved in 20-

30% of cases, while isolated cutaneous sar-

coidosis is uncommon occurring in only 

about 10% of patients (8); Hence the need 

to closely evaluate the patients for the prob-

able risk of developing systemic disease at a 

later date. Such regular evaluation at clinic 

visits includes chest, ophthalmological, and 

dermatological examination. 

Africans are thought to present most com-

monly with extrapulmonary sarcoidosis 

with exuberant skin lesions (6). Sarcoid skin 

lesions are morphologically extremely variable and fre-

quently atypical. They may mimic a number of dermato-

logical conditions (8). They are classified as specific and 

non specific lesions (1,2). Specific cutaneous lesions in-

clude plaques, papules, lupus pernio, scar sarcoid, sub-

cutaneous nodules, ulcers etc., and these lesions exihibit 

noncaseating granuloma on skin biopsy (2,9). However, 

in non specific lesions such as erythema nodosum, no 

granulomas are found (2). Noncaseating granuloma 

is not pathognomonic of sarcoidosis, as other diseases 

including mycobacterial, fungal infections, malignancy 

and berryliosis can also produce the same lesion (1).  

The diagnosis of sarcoidosis cannot be made with 100% 

certainty and no single test can prove the diagnosis. Pa-

tients are diagnosed by compatible clinical features and 

pathological findings and when other potential causes 

are excluded.  The Kveim –Siltzbach test (10) which is 

specific for sarcoidosis and based on a poorly degrad-

able antigen is lacking in our environment. Intradermal 

injection of specially prepared tissue from the spleen of 

a known sarcoidosis patient is biopsied 4 to 6 weeks lat-

er. This test is of historical interest only and rarely used 

in clinical practice as there is no commercially available 

reagent (6,7).

Although there are many therapeutic options, there are 

no clear guidelines based on double blind prospective 

study for treatment of sarcoidosis, but systemic cortico-

steroids are the agents of choice in majority of patients. 

Hydroxychloroquine or chloroquine has been proved 

to be effective in selected cases of chronic skin sarcoid-

osis; similarly, cytotoxic agents such as methotrexate, 

cyclophosphamide, and azathioprine can be used (11). 

To achieve rapid control of the disease, and reduce the 

probable complications of prolonged single agent ther-

apy, combination of therapies were used successfully in 

our patient.

Sarcoidosis can be self limiting or life threatening. The 

overall prognosis of cutaneous sarcoidosis is primarily 

dependent on the degree of systemic involvement (1). 

Mortality is about 5% and results from pulmonary (pro-

gressive pulmonary fibrosis, pulmonary hypertension 

and right ventricular failure), cardiac (arrhythmias and 

cardiac failure) and neurologic involvement. We intend 

to keep following up our patient for any evidence of sys-

temic involvement (10).

In conclusion, a high index of suspicion is necessary for 

diagnosis of cutaneous sarcoidosis after excluding other 

causes of noncaseating, non sarcoid lesions. A combina-

tion therapy is often helpful in controlling the disease 

and preventing reccurrence. 

Sarcoidosis x4 showing the granulomas
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