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Sarcoidal infiltration of tattoos

42-YEAR-OLD WOMAN presented with painless le-

sions on her eyebrows that had been progressively
growing for the past 3 months. Inspection and palpa-
tion revealed reddish papules and nodules on both eye-
brows (FiGuRre 1) and on the lips. The remainder of the
physical examination was normal.

The patient said she had undergone cosmetic tat-
tooing of her eyebrows and lips 10 years previously.
She had no other significant medical history.

Her complete blood cell count and biochemistry
and immunologic test panels were normal except for a
high angiotensin-converting enzyme level.

Suspecting that the lesions represented sarcoidal
infiltration of the tattoos, we obtained a biopsy. His-
topathologic study showed multiple dermal noncase-
ating granulomas of epithelioid cells, together with
polarizable foreign material and pigmented granules
(FIGURE 2).

Thoracic multislice computed tomography re-
vealed multiple areas of lymphadenopathy in the
mediastinum and both lung hila, with a perilym-
phatic micronodular interstitial pattern and with
thickened and nodular bronchial walls (riGure 3).
The patient’s condition was diagnosed as systemic
sarcoidosis presenting as sarcoidal infiltration of the
tattooed areas.

Treatment with oral prednisone 20 mg daily and
monthly intralesional injections of triamcinolone 12
ng/mL in the eyebrows and lips resulted in clinical im-
provement after 3 months (FIGURE 4).

Il CUTANEOUS SARCOIDOSIS

Sarcoidosis is a multisystemic granulomatous dis-
ease characterized by hyperactivity of the cellular
immune system. It usually appears between ages 25
and 35 and is more severe in African Americans.!
About one-third of patients with systemic sarcoidosis
develop cutaneous lesions, and these may be the first
sign of this disease.

Specific cutaneous lesions contain noncaseating
granulomas. They manifest as reddish-brown papules,
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FIGURE 1. The patient had reddish papules and
nodules on the eyebrows as well as on the lips.
These areas had undergone cosmetic tattooing 10
years earlier.

FIGURE 2. Dermal noncaseating granulomas of epi-
theloid cells were seen (white arrows), with polariz-
able foreign material (yellow arrows) and pigment
granules (arrowheads) (hematoxylin and eosin, x 10).

plaques, and macules and may appear over scars and tat-
toos.?? Other, nonspecific manifestations include ery-
thema nodosum, erythema multiforme, nail clubbing,
and Sweet syndrome.*

Diascopy and dermoscopy may be useful in diag-
nosing cutaneous sarcoidosis. The lesions typically
have a characteristic yellowish-brown (“apple-jelly”)
color.®

Sarcoidosis is a diagnosis of exclusion. It is suspect-
ed clinically, and histologic, radiologic, and analytical
tests are indicated. Laboratory evaluation may show
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FIGURE 3. Computed tomography without contrast (left) shows multiple areas of lymphad-
enopathy in the mediastinum and lung hila (red arrows). The “lung window” view (right)
shows a perilymphatic micronodular interstitial pattern, with thickened and nodular
bronchial walls; the red arrows indicate areas of hilar lymphadenopathy.

FIGURE 4. After treatment.

an elevated serum angiotensin-converting en-
zyme level, but this finding alone is not sensi-
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tive enough to be useful for diagnosis.®

The treatment and prognosis of skin sarcoi-
dosis depend on the degree of systemic involve-
ment. Localized cutaneous lesions can respond
to intralesional corticosteroid injections and
tacrolimus 0.1% ointment.” However, if there
is systemic involvement, low-dose prednisolone
and weekly methotrexate should be started.
This combination has few adverse effects.® Re-
cently, improvement of cutaneous and systemic
sarcoidosis has been observed with agents that
block tumor necrosis factor alpha.* |
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