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Abstract

Sarcoidosis is a multisystem disease characterized by non-caseating granulomas present in the involved organ systems. The
disease is believed to result from an interaction among genetic factors, antigens, and the immune response. Environmental
exposures and infectious agents have been implicated as potential causes [1]. Cutaneous sarcoidosis presents clinically in many
forms and the lesions are classified as either specific or non-specific. Non-specific lesions show a nondescript inflammatory
process [2] whereas specific lesions display typical, non-caseating granulomas. There are many different forms of specific lesions
with some being more common than others. Psoriasiform lesions are uncommon [1]. The literature suggests that as few as 0.9%
of patients display this type of cutaneous sarcoidosis [3]. Some of these patients present solely with cutaneous sarcoidosis, but
others have systemic involvement with pulmonary involvement being the most common concomitant presentation [4-8]. Plaques
appear as round or oval, brownish, red infiltrated lesions [9], frequently involving the extensor surface of the extremities, face,
scalp, back, and buttocks [9, 10]. Multiple configurations, including discrete, confluent, annular, and polycyclic, have been
reported [5 11]. Despite the clinical resemblance to psoriasis, on histological examination, only non-caseating granulomas are seen
in the dermis. In rare cases both psoriasiform sarcoidosis and psoriasis were present [4].
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Case synopsis

A 54 year-old Caucasian woman with a 14-year history of
multisystem sarcoidosis on rituximab, mycophenolate mofetil, and
prednisone presented with worsening skin eruption. She had no
personal or family history of psoriasis. The patient had a history of
restrictive lung disease, optic neuritis, seizures, uveitis, and septal
perforation, all considered to be caused by sarcoidosis. She had
previously failed therapy with hydroxychloroquine, azathioprine,
and methotrexate. She had been treated with infliximab for 8
years, with the most recent dose being 500 mg every 4 weeks,.
Subsequently rituximab was added at 2 g IV every 4 weeks. The
cutaneous eruption began two years prior, 6 months after
discontinuation of infliximab and 5 months after beginning
rituximab. Clinically, asymptomatic, scaly plaques initially on her
legs, and then subsequently on her forearms and forehead
developed. Additionally, in the few months prior to presentation,
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she developed subcutaneous nodules around her knees and wrists.
Treatment with clobetasol ointment decreased erythema,
induration, and scaling but the plaques never completely resolved.
On physical examination, erythematous patches and plagques with silvery micaceous scale were present on her forehead (Figure 1),
left hand (Figure 2), anterior lower legs (Figure 3), right thigh, and left inframammary chest. She also had non-tender, rubbery,
mobile, 2-5 centimeter subcutaneous nodules with no overlying skin changes over her wrists, knees, and right elbow. She had no
nail or mucous membrane abnormalities. There was no cervical, axillary or inguinal lymphadenopathy. Complete blood count,

serum electrolytes, BUN/creatinine, calcium, liver function tests, and urinalysis were all within normal limits. HIV and hepatitis
screening tests were negative.

Figure 1. Psoriasiform sarcoidal plaque on the forehead.

Figure 2. Psoriasiform sarcoidal plaques on the dorsal hand. Figure 3. Psoriasiform sarcoidal plaque on the shin.

A punch biopsy from a lesion on the left shin (Figure 4) showed hyperkeratosis and irregular psoriasiform hyperplasia (Figure 5)
overlying dermal granulomatous inflammation composed of well- circumscribed, non-caseating epithelioid granulomas with a few
lymphocytes (Figure 6). Biopsy of a left medial knee lesion (Figure 7) also showed multiple discrete granulomata shown at high
magnification (Figure 8). Periodic Acid-Schiff and acid-fast stains were negative for microorganisms in both biopsies. Aside from
irregular psoriasiform hyperplasia seen in the left shin biopsy, there were no other histopathologic features of psoriasis, such as
regular psoriasiform hyperplasia, Munro microabscess, or spongiform pustule of Kogoj. The biopsy of the left medial knee
showed no epidermal changes.




Figure 4. Irregular psoriasiform hyperplasia and hyperkeratosis overlying deep-seated granulomata in the shin Figure 5. : Irregular
psoriasiform hyperplasia and hyperkeratosis in the shin at high magnification

Figure 6. Well-circumscribed, non-
caseating epithelioid granulomata with a
few lymphocytes at high magnification

Figure 7. Multiple discrete granulomata in
the dermis of left medial knee at low
magnification

Figure 8. Multiple discrete granulomata
with a few lymphocytes in the dermis of
left medial knee at high magnification

Discussion

Treatment for patients with psoriasiform sarcoidosis includes hydroxychloroquine, prednisolone, and methotrexate. Most of the
reported cases describe the psorasiform lesions as part of the initial presentation of the disease and treatment resulted in remission
of both cutaneous and systemic sarcoidosis [4, 5, 7]. In this case with multi-organ systemic disease, therapy for internal
involvement took precedence over cutaneous disease. Despite treatment with systemic medication, her cutaneous disease
continued to worsen. Topical and intralesional steroids decreased the erythema, induration, and scaling but never cleared the
lesions. Topical tacrolimus had no effect.



Paradoxically, some patients treated with TNF inhibitors have developed psoriasis months to years after initiation of treatment
with these agents [12]. Out of more than 200 documented cases, over 50% were treated with infliximab. Also, sarcoid-like
granulomatosis has developed weeks to years after initiation of anti-TNF therapy, including infliximab [13, 14]. The length of
time between discontinuation of infliximab and the appearance of skin lesions argues against induction of psoriasiform sarcoidosis
by this drug. Notably, psoriasis, but not sarcoidosis, has developed in some patients 10 days to 6 months after initiation of
rituximab [15]. Although clinically, our patient’s lesions looked like psoriasis, histologically they were representative of
sarcoidosis. There are no known reports of rituximab induced psoriasiform sarcoidosis in the literature, but its use has been
associated with the development of various autoimmune conditions, making this a plausible explanation.
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