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Eruptive cutaneous sarcoidosis – A rare phenomenon

Almog Badash1, Lacey Zimmerman2, Yonatan Hirsch2, Nadera Sweiss3, Roger Haber2

1 University of Illinois College of Medicine at Chicago, Chicago, IL, USA; 2 Department of Dermatology, University of Illinois College 
of Medicine at Chicago, Chicago, IL, USA; 3 Department of Rheumatology, University of Illinois Hospital & Health Sciences Systems, 
Chicago, IL, USA

Abstract. This case highlights an unusually rapid onset and extensive presentation of eruptive cutaneous sar-
coidosis in a 61-year-old woman who developed a sudden, widespread pruritic rash overnight after ingesting a 
supplement containing black seed oil and vitamins D3, K2, and E. She responded well to corticosteroid treat-
ment. We compared the findings with two other cases found in the literature. This type of presentation has not 
been previously documented.
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Introduction

Cutaneous manifestations of sarcoidosis are ob-
served in 20 to 35 percent of patients and can serve 
as the primary presentation of the disease (1). Skin 
findings encompass a broad spectrum of manifesta-
tions, including papules, plaques, cutaneous and sub-
cutaneous nodules, ulcers, erythema nodosum, lupus 
pernio, ichthyosiform sarcoidosis, and scar sarcoido-
sis (2). The occurrence of abrupt diffuse lesions, as 
observed in this case, is uncommon and is sparsely 
documented in the literature.

Case report

A 61-year-old female with past medical history 
significant for hypertension, chronic back pain, and 
a thrombotic event presented with a diffuse pru-
ritic rash that started suddenly two weeks prior to 

presentation. She reported that she first noticed the 
lesions that involved nearly her entire body upon 
awakening, and it remained stable until she pre-
sented for evaluation. The patient noted that this oc-
curred one day after taking a single dose of a new 
supplement containing black seed oil and vitamins 
D3, K2, and E, but otherwise she denied other new 
medications, exposures, and travel. She never took 
the supplement again after this. She also reported 
changes in her vision and shortness of breath, both 
of which started around the time of the rash onset. 
She denied experiencing fevers or chills. This was her 
first occurrence of such a rash. The patient’s medica-
tions included trazodone, risperidone, hydrocodone, 
amlodipine, and a calcium supplement. She reported 
an allergy to penicillin. Her family history revealed a 
cousin with sarcoidosis. On physical exam her vital 
signs were normal and widespread, tender, edema-
tous, erythematous papules and nodules, some with 
scale and excoriation, were present (Figure 1). Two 
4mm punch biopsies were performed on her upper 
back, one for Hematoxylin and eosin (H&E) stain 
and one for direct immunofluorescence (DIF). Biop-
sies showed superficial and mid-dermal noncaseating 
granulomatous inflammation, suggestive of cutane-
ous sarcoidosis (CS). Negative, non-specific findings 
were seen on DIF. She refused blood testing. The 

Images in sarcoidosis

Received: 17 July 2024
Accepted: 18 August 2024
Correspondence:
Almog Badash, BA
University of Illinois College of Medicine at Chicago,  
1835 W. Polk St. Chicago, IL 60612
E-mail: abadas2@uic.edu
ORCID: 0009-0005-1621-0859



SARCOIDOSIS VASCULITIS AND DIFFUSE LUNG DISEASES 2024; 41 (4): e20240582

patient was prescribed triamcinolone 0.1% ointment 
to be used twice per day, hydroxyzine 25 mg nightly 
as needed for itching, and prednisone, which was 
started at 40mg per day and tapered over 21 days. She 
responded well to this therapy. She was also referred 
to rheumatology for further workup and considera-
tion of starting methotrexate, as well as ophthalmol-
ogy to evaluate for possible ocular involvement.

Discussion

Eruptive CS is characterized by the sudden 
onset of numerous skin lesions, such as papules or 
nodules, which are widely distributed across the skin, 
representing a distinctive and less common clinical 
presentation of sarcoidosis (3). In a prior report of 
eruptive CS from 1978, a previously healthy 54-year-
old male developed a progressive, widespread erup-
tion that started on the shoulder and rapidly spread 
throughout his body over three months. Small, firm, 
smooth, dome-shaped, pinkish-brown papules ap-
proximately 4 mm in diameter were noted. Over the 
trunk, these formed confluent sheets with a 'cob-
blestone' surface. There were no inciting triggers or 
new medications prior to onset of skin lesions (3). 
Another report from 1978 detailed a 60-year-old 
man who experienced a broad outbreak of shiny, 
non-itchy, small, firm, waxy papules ranging from 1 
to 5 mm in diameter affecting his trunk and extremi-
ties. This occurred one week after treatment with oral 
phenylbutazone 100 mg three times daily. Topical 
corticosteroids provided limited improvement, and 

a two-month course of oral prednisone (starting at 
30 mg daily) resulted in significant improvement. 
However, the skin eruption recurred when the pred-
nisone dose was reduced to 5 mg daily (3). In the case 
under consideration, the skin examination revealed 
similar findings observed in earlier instances of erup-
tive CS. Remarkably, unlike previous cases of erup-
tive CS, the lesions in this patient were reported to 
develop rapidly overnight. To the best of our knowl-
edge, this swift and extensive presentation of CS has 
not been previously reported. Immunohistochemis-
try studies and single-cell RNA sequencing analyses 
may elucidate distinctive patterns of immune cell ac-
tivation within granulomas, along with the upregula-
tion of unique immune pathways.
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