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LEG ULCERS 

A report of lwo cases coused by sarcoidosis 

ROGER H. BRODKIN* 

lntroduction 

The differential diagnosis of leg ulcers has 
grown to include a !arge number of sys
temic diseases as well as local infection, 
trauma, and neoplasms. It has been noted 
in recent presentations on leg ulcers ( 1, 2) 

that sarcoidosis has not been included 
among the granulomas producing leg ulcers 
and the literature on sarcoidosis does not 
specify leg ulcers as an initial cutaneous 
manifestation of this disease. Two cases of 
sarcoidosis are presented to illustrate this 
finding. 

Case Reports 

Case I. The patient, a 52 year old negro 
female, was bom in rural Georgia There 
had been no significant illnesses until her 
first pregnancy at age 20 years when she 
developed a "burst blood vessel" in the right 
leg. This resulted in persistent swelling of 
the leg. A high saphenous ligation was per
formed twelve years later which relieved 
the swelling. During a thyroidectomy pcr
formed for hyperthyroidism three years 
aftcr thc first operation, a cut down was 
performed on the right leg for intravenous 
infusions. The cut clown site failed to heal 
and a persistent nonsymptomatic ulceration 
developed in this area. During the next 
several years she developed a gradually 
sprcading eruption on the legs and then the 
arms, neck, face and scalp. She described 
thc lesions as "open sores" and only the 

original ulcer on the right leg was mildly 
pruritic. The patient's only other complaint 
was asthma in childhood. 

Physical examination revealed a widc 
spread eruption involving the cxtremities, 
neck, scalp, and face. The lesions were 
primarily slightly erythematous, hypcrpig
mented papules, many coalescing to form 
rings and plaques. The scalp showed a !arge 
irregular area of alopccia with atrophy and 
scaling. On the lower extremities were 
numerous ulcerations varying in size from 
I X r .5 cm to 3 X s cm. They were roughly 
oval or irrcgular in shape with distinctly 
papular borders. The basc of the ulcers 
consisted of moist, bright red granulation 
tissue or ycllow-gray crusts (Fig. r). Hepa
tosplenomegaly was also present. 

Laboratory findings included normal 
CBC, urinalysis, sickle cell preparation, 
FBS, S.T.S., BUN, LDH and bilirubin. Se
rum Protein electrophoresis demonstrated: 
Albumin 2.5 (3.5-5.5), a2 globulin 1.3 
(0.54-0.93), fJ globulin 1.3 (0.64-1.06), ,' 
globulin 2.8 (0.74-1.70). PPD =lh and 2 
were negative. EKG was normal. Chest X
ray revealed prominence of the hilar areas 
and increased bronchovasctLlar markings 
throughout both lungs. Liver scanning rc
vealed hepatosplenomegaly and indicated 
diffuse parenchymal infiltrativc discase. 
Skin biopsy of a lesion of the face and of 
the barder of one of the leg ulcers both 
were interpreted as consistent with sar
coidosis (Fig. 2). 
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Fig. I. Pretibial areas of Case I showing extensive leg ulcers. The borders are distinctly papular. 

Fig. 2. Photo micrograph of biopsy of horder of leg ulcer in Case I stained with H. and E., 
5oox. Sheets of epithelioid cells are seen with giant cell formation. 
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Fig. 3. Pretibial area of Casc Il. Note the hyper
pigmented papular border of the ulcers. 

Case Il. The patient, a 24 year old negro 
female, was admitted to The Martland 
I lospital Unit of the New Jersey College 
of Medicine and Dentistry with complaints 
of a rash, shortness of breath and hemop
tysis. She was bom and raised in rural 
South Carolina. There had been no un
usual illnesses or symptoms until about 
seven years before hospitalization when 
she developed asymptomatic "sores" on the 
legs and shortness of breath. A scalene 
node biopsy performed in South Carolina 
at that time was interprctcd as sarcoidosis. 
Since that time she had becn treated inter
mittently with small doses of steroids. 

Physical examination on admission re
vcaled no evidcnce of hyperadrcnalism and 
no apparent distress at rest. Her cutaneous 
eruption was roughly symmetrical involv
ing the lower legs and forearms. The indi
vidual lesions consisted of discrcte and 
coalescent erythematous, hyperpigmented 
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papules which formed small plaques on the 
forearms. On thc legs therc werc numerous 
plaques and ulcerations measuring 2-3 cm. 
in larges diameter, round or oval in shape, 
and with papular margins. The central areas 
of the plaques showed marked atrophy or 
ulccration with dry yellowish and hcm
morhagic crusts (Fig. 3). She also present
cd marke<l hcpatosplenomegaly and uvcitis 
with chronic secondary glaucoma. 

Laboratory findings disclosed a normal 
CBC, urinalysis, sickle cell preparation, 
FBS, BUN, S.T.S., electrolytes, C02, L.E. 
prcps., bilirubin, L.D.H. and Prothrombin 
time. The S.G.0.T. was 95 and the S.G.P.T. 
was 60. E.K.G. was normal. PPD =#= 1 and 2 

were negative. Chest X-ray revcalcd a pic
turc consistent with marked bilateral pul
monary fibrosis and several areas of em
physema. Biopsies of livcr and the border 
of a leg ulccr were intcrpreted as com
pati ble With sarcoidosis. 

Commenl 

Sarcoidosis commonly involves the skin pro
ducing lesions of great variety and distri
bution. It has thereby earned the designa
tion "great imitator". Ulcerated lesions are 
not uncommonly encountered and probably 
result from marked epithelioid cell prolife
rotion in thc dcrm.is pro<lu<.ing nc<.rosis of 

thc ovcrlying epidermis rather than primary 
involvement of blood vesscls. 

In the first case the original presumed 
vcnous stasis may have provided a locus

minoris resistentiae upon which plaqucs of 
sarcoidosis might be predisposed to ulce
ratc. In the second case, however, thcre was 
not detected peripheral vascular disease. 

Sarcoidosis producing leg ulcers is prob
ably not rare. It therefore deserves rnention 
in the differential diagnosis of this im
portant physical finding. 

SUMMARY 

In recent presentations sarcoidosis has not 
been listed among the granulomatous dis
eases pro<lucing leg ulcers. Two cascs of 
sarcoidosis which began with ulcers of the 



LEC l'LCER< 

legs are now discusscd to illustrate this 

finding. Sarcoidosis should be included in 
the differential diagnosis of leg ulcers. 
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