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Sarcoidosis is a very well‑known disease for its variable clinical and radiological 
presentation. Thoracic involvement is the commonest manifestation of sarcoidosis 
followed by skin. We present here an interesting case report of an old‑age patient 
with an unusual presentation of sarcoidosis. He was previously treated for leprosy 
based on skin biopsy with partial relief only. The unusual things in this patient 
were clinical and radiological findings. Clinically, he had only complaints of 
weight loss which had not been reported earlier; second, the skin lesions were 
not typical. The unusual radiological things were a disproportionate distribution of 
radiological lesions and predominant consolidation. Lower lobe consolidation in 
sarcoidosis is rarely reported, which was present in this patient. The perilymphatic 
micronodules were more concentrated on the right upper lobe as compared to the 
left upper lobes. Based on this case report we cannot deny the wrong diagnosis 
of leprosy because both diseases share common clinical and histopathological 
features.
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80% in the presence of lung infiltrates.[7] Transthoracic 
tru-cut biopsy has largely replaced the open lung biopsy 
in peripheral lesions, especially in large masses, which 
can be present in up to one‑quarter of pulmonary 
sarcoidosis.[8] Here, we report an unusual and interesting 
patient with pulmonary sarcoidosis, which presented to 
us with only complaints of weight loss and the right 
lower lobe consolidation.

Case Report
A 68‑year‑old, never‑smoker, non‑alcoholic male was 
referred to us from the oncology department. He visited 
the oncologist with complaints of weight loss for the 
last 3 months and a fear of malignancy since his wife 
had been diagnosed with lung malignancy a few months 
earlier by the same oncologist. The oncologist suggested 
a few blood investigations and a fluorodeoxyglucose 
positron emission tomography-computed 
tomography (PET‑CT). The PET‑CT scan revealed 

Case Report

Introduction

Sarcoidosis is an idiopathic multisystem granulomatous 
disease with varying clinical presentations and an 

unpredictable clinical course.[1] In sarcoidosis, around 
95% of patients have thoracic involvement, 50% have 
extrathoracic manifestations and 2% have unaccompanied 
extrathoracic sarcoidosis.[2] Skin involvement is the most 
common extrathoracic manifestation of sarcoidosis, 
which can be present in 20%–40% of individuals.[3] 
Around half of the patients with pulmonary sarcoidosis 
are symptomatic and usually present with dry cough, 
dyspnea, and nonspecific systemic constitutional 
symptoms such as fever, malaise, anorexia, and weight 
loss.[2] Thoracic sarcoidosis remains asymptomatic and is 
diagnosed incidentally on chest imaging in up to 50% of 
patients.[1-6]

A diagnosis of sarcoidosis is established from compatible 
clinical and radiologic findings, confirmed by a biopsy 
showing noncaseating epithelioid granulomas in more 
than one organ and the exclusion of granulomatous 
disorders of known cause. The diagnostic yield of 
transbronchial lung biopsy is estimated to be >40% even 
in patients with a Stage I chest radiograph and approaches 
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a hypermetabolic area of collapse consolidation in 
the basal segment of the right lower lobe measuring 
39.8 mm × 72.3 mm × 37.6 mm [Figure 1]. The lung 
images also showed disproportionately distributed 
perilymphatic nodules, predominantly on the right 
side and upper lobes. A few subcentimeter size lymph 
nodes were also seen in the right upper and the 
left lower paratracheal, prevascular, and para‑aortic 
regions. The largest nodes were paraaortic with a size 
of 12.5 mm × 9.2 mm [Figure 2]. The PET‑CT did not 
find any other definite hypermetabolic focal lesion in the 
body. A diagnosis of the right lower lobe pneumonia was 
made and the patient was started on empirical antibiotics 
by the oncologist. The patient was referred to us because 
of no improvement with antibiotics.

In his past medical history, he was diagnosed with 
tuberculoid leprosy and took treatment for 7 years 
with partial improvement in skin lesions. The basis of 
diagnosis was a histopathological examination of tissue 
biopsy from the left cheek skin nodule that revealed 
two noncaseating granulomas in the deep dermis in 
which one was noted surrounding the nerve bundle. 
He had no history of any chronic respiratory diseases 
and anti‑tubercular treatment. He was nondiabetic and 
normotensive. His SARS CoV‑2 reverse transcription 
polymerase chain reaction and HIV tests were negative.

Physical examination reveals diffuse erythema over 
the face with telangiectasia and a few papules present 
over the maxillary area, which worsens on exposure to 
the sun [Figure 3]. The physical signs such as pallor, 
icterus, cyanosis, clubbing, and lymphadenopathy were 
absent. On respiratory examination, a few crackles and 
bronchial sounds were heard over the right infrascapular 
region. His complete blood count, liver function tests, 
renal function tests, serum angiotensin‑converting 

enzyme (ACE) levels, routine urine examination, and 
electrocardiogram were within the normal limits. The 
serum calcium was raised. His induced sputum was also 
negative for gram stain, aerobic culture, acid‑fast bacilli, 
and GeneXpert.

We revised the antibiotic and suggested tissue biopsy 
from the peripheral lesion. The tissue biopsy showed 
multiple small noncaseating granulomatous lesions with 
giant cells, surrounded by fibrosis and lymphocytes. 
Asteroid bodies were seen, but Schaumann bodies were 
not seen. A diagnosis of sarcoidosis was established and 
the patient started on steroids.

The patient was kept under close observation with regular 
follow‑ups. On subsequent follow‑ups, the patients 
showed excellent clinical improvement in the form of 
weight gain and resolution of skin lesions. The serum 
calcium level became normal by the 6th week. The skin 
lesions get improved [Figure 4]. A repeat computed 
tomography was done after 2 months that showed 
complete resolution of perilymphatic nodules and opacity 
with few residual fibrotic bands [Figures 5 and 6].

Discussion
Sarcoidosis is known for its wide range of 
clinicopathological presentations and is often termed the 
“great mimicker.”[9] The patients of sarcoidosis may be 
asymptomatic or may have a range of minimal symptoms 
to life‑threatening organ involvement. The presentation 
may be acute, subacute, or indolent. Although systemic 
constitutional symptoms such as fever, fatigue, malaise, 
and weight loss may be seen in more than 50% of 
patients and even patients may present with only 
systemic symptoms, isolated weight loss has never been 
reported as a presentation of pulmonary sarcoidosis.[10] 

Figure 1: Skin lesions before the treatment. Note the malar area and 
forehead

Figure 2: Chest computed tomography before the treatment. Note that 
the nodules are more prominent on the right side
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This unusual clinical presentation distracted the initial 
workup in our patient.

The typical skin lesions in sarcoidosis are described as 
plaques or subcutaneous nodules. The plaques are typically 
located around the hairline, eyelids, ears, nose, and extensor 
surfaces of the arms and legs. Other skin lesions include 
scar granuloma, tattoo granuloma, alopecia, and lupus 
pernio which is a disfiguring form of cutaneous sarcoidosis 
of the face. In acute sarcoidosis, erythema nodosum, which 
is pathologically nongranulomatous panniculitis, may be 
seen.[11] In our patients, the skin lesions were limited to 
only the maxillary area and forehead. The distinct thing 
about skin lesions in our patient was photosensitivity which 
is rarely reported in sarcoidosis.[11,12]

The chest radiograph is abnormal in more than 90% of 
patients in some stages of the disease.[13] Involvement 
of thoracic lymph nodes is present in more than 75% 

of cases, while lung parenchymal involvement occurs 
in more than 60% of cases.[14] Lymphadenopathy is 
usually bilateral and typically described as potato nodes. 
The lung parenchyma is usually involved bilaterally 
and symmetrically in the form of perilymphatic 
micronodules in the upper and middle lobes.[10] Atypical 
radiological findings may be present in as high as 30% 
of cases of sarcoidosis.[9] Unilateral and asymmetrical 
involvement of lymph node and lung parenchyma, 
necrosis and citation of nodules, large opacity, ground 
glass opacity, miliary nodule, and pleural effusion are 
considered unusual radiological findings in sarcoidosis. 
Although a frank consolidation is reported in up to 
12% of patients with sarcoidosis, predominant lower 
lobe involvement is rarely reported.[15,16] Patients with 
lower lobe sarcoidosis often have dyspnea, eye lesions, 
and skin involvement and usually had a normal serum 
ACE level.[15] In our patient, we found lower lobe 
consolidation as the predominant radiological finding, 

Figure 3: Chest computed tomography before the treatment. Note the 
right lower lobe consolidation

Figure 5: At 2 months of treatment. Note the resolution of nodules. HRCT: 
High-resolution computed tomography

Figure 4: At 2 months of treatment. Note the improvement in malar and 
forehead skin lesions

Figure 6: At 2 months of treatment. Note the complete resolution of 
consolidation and a few residual fibrotic bands. HRCT: High‑resolution 
computed tomography

D
ow

nloaded from
 http://journals.lw

w
.com

/jalh by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

1y0abggQ
Z

X
dtw

nfK
Z

B
Y

tw
s=

 on 01/06/2024



Kumar, et al.: An unusual presentation of sarcoidosis

38 Journal of Advanced Lung Health ¦ Volume 4 ¦ Issue 1 ¦ January-April 2024

which is quite a rare occurrence. Although our patient 
had skin involvement and normal serum ACE level, 
the absence of dyspnea and eye lesions further makes 
this patient atypical. A normal serum ACE level may be 
found in sarcoidosis if the diagnosis is made in an earlier 
stage and the inactive state of the disease. In our patient, 
the normal serum ACE level was probably because of 
the long duration of the diseases. There is one study in 
which the author found an inverse relationship between 
the chronicity of sarcoidosis and serum ACE level.[17]

Histopathologically cutaneous sarcoid and tuberculoid 
leprosy are characterized by noncaseating granuloma. 
Both these diseases share common clinical and 
histopathological findings that can mimic each other and 
rarely coexist together.[18,19] Granulomas predominantly in 
adnexal and neural distribution, replacing the nerves and 
localized within sweat gland glomeruli, are predictive of 
tuberculoid leprosy. Fibrinoid necrosis, dermal fibrosis, 
back-to-back distribution of the granulomas, presence of 
atypical giant cells and plasma cells, greater number of 
conventional giant cells, and spared nerves beside the 
granuloma go in favor of cutaneous sarcoid.[20]

Previously, this patient was diagnosed with tuberculoid 
leprosy. The histopathology was examined by two 
pathologists. Although both pathologists identified 
granuloma surrounding the nerve bundle, we cannot 
deny the possibility of a wrong diagnosis. Further, 
we emphasize the role of lung biopsy in a diagnostic 
dilemma. At the first instance on clinicoradiological 
features, this case seems to be of infective lung 
pathology, but the lack of other laboratory findings 
was discordant. Sarcoidosis was not on the list of 
differentials because of atypical clinicoradiological 
presentation. The transthoracic lung biopsy, thankfully, 
ruled out malignancy and established the diagnosis of 
sarcoidosis. Lower zone lung tuberculosis could be one 
close differential for this patient, but the presence of 
asteroid bodies makes the diagnosis of sarcoidosis.

Although sarcoidosis is considered a disease of 
unknown cause, a few researchers have suggested the 
possible etiological role of Mycobacterium tuberculosis 
and atypical Mycobacteria in sarcoid.[21] Mycobacterium 
leprae had never been suggested as an etiological agent 
for sarcoidosis. Since leprosy and sarcoidosis share 
common immunopathogenesis, the possible role of 
M. leprae cannot be denied based on this case report.

Conclusion
The patients with sarcoidosis do not always present 
with typical clinical and radiological features. Weight 
loss alone may be the only clinical presentation of 
sarcoidosis. Disproportionate radiological lesions and 

lower lobe consolidation is possible in sarcoidosis. The 
diagnosis of sarcoidosis is aided by an understanding 
of the pattern of organ involvement and may ultimately 
require tissue confirmation through a biopsy of 
granuloma.
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