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Abstract (300 word limit)
A 38 year old gentleman was referred for assessment of an asymptomatic lesion at the right anterior hairline of one year duration.  This occurred at the site of a previous skull fracture at 2 years of age.  Examination revealed a 1.2cm orange non scaly centrally atrophic plaque.  Interestingly, this gentleman admitted to a notably reduced exercise tolerance over recent years.  Skin biopsy showed sarcoid-like granulomata with no evidence of necrobiosis.  Doubly refractile material was associated with granulomatous areas under polarised light.  Chest x-ray revealed hilar prominence and high resolution CT chest showed diffuse nodularity throughout both lung fields with enlarged hilar and mediastinal lymph nodes- appearances were felt typical of lung sarcoidosis.  Skin involvement occurs in 25% of sarcoidosis cases1.  Scar sarcoidosis is an uncommon cutaneous manifestation of the disease- it may occur in 5.4 to 13.8% of patients with cutaneous sarcoidosis2.  Although scar sarcoidosis may occur in scars from previous wounds, it has also been reported at tattoo sites; desensitisation injections; venepuncture and healed herpes zoster lesions, after a variable period between 6 months and 59 years2,3.  Previous contamination of scars with foreign material has been suggested to be a possible underlying cause.  Treatment and prognosis depend on the degree of systemic involvement.  Topical corticosteroid therapy alone may be sufficient for solely cutaneous disease.  In cases where scar sarcoidosis is the only manifestation of the disease, allopurinol 300mg once daily has been found to be effective4.
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Wedad Abdelrahman, graduated with Distinction from Queen’s University of Belfast, Northern Ireland in 2010.  Dermatology specialist registrar training commenced in 2014 (Northern Ireland deanery).
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