
BioMed CentralBMC Pulmonary Medicine

ss
Open AcceCase report
Pulmonary sarcoidosis associated with psoriasis vulgaris: 
coincidental occurrence or causal association? Case report
Melita Nikolopoulou1, Stamatis Katsenos*1, Kostas Psathakis1, 
Efstathios Rallis2, Dimitrios Sampaziotis3, Panagiotis Panagou1, 
Kostas Tsintiris1 and Demosthenes Bouros4

Address: 1Department of Pneumonology, Army General Hospital of Athens, Athens, Greece, 2Department of Dermatology, Army General Hospital 
of Athens, Athens, Greece, 3Department of Pathology, Army General Hospital of Athens, Athens, Greece and 4Department of Pneumonology, 
Medical School, Democritus University of Thrace and University Hospital of Alexandroupolis, Alexandroupolis, Greece

Email: Melita Nikolopoulou - melmarnik@yahoo.gr; Stamatis Katsenos* - skatsenos@yahoo.gr; Kostas Psathakis - kpsazakis@hol.gr; 
Efstathios Rallis - efrall@otenet.gr; Dimitrios Sampaziotis - dsampaziotis@yahoo.gr; Panagiotis Panagou - pbpanagou@yahoo.gr; 
Kostas Tsintiris - ktsintiris@hotmail.com; Demosthenes Bouros - bouros@med.duth.gr

* Corresponding author    

Abstract
Background: Sarcoidosis is rarely associated with a distinct disease. One disease infrequently
associated with sarcoidosis is psoriasis.

Case presentation: This case study describes a 38-year-old male, who presented with chest pain,
high-grade fever, arthralgias and a skin rash accompanied by bilateral hilar lymphadenopathy on his
chest radiograph. Extensive investigations including fiber-optic bronchoscopy with bronchoalveolar
lavage and labial and skin biopsies, demonstrated that two distinct clinical entities co-existed in the
same patient: pulmonary sarcoidosis and psoriasis vulgaris. Combination therapy for both diseases
was applied and the patient was greatly improved.

Conclusion: This is the first well-documented case of sarcoidosis and psoriasis in the same
patient, reported on the basis of safe and widely-used techniques that were not available until fairly
recently. These disorders might share common pathogenic mechanisms that could explain their co-
existence in the patient.

Background
About 25% of sarcoidosis patients may suffer from skin
lesions during the course of their disease [1]. Psoriasiform
lesions have been reported in sarcoidosis [2-6]. In this
paper we present a patient who showed clinical and histo-
logical features compatible with both pulmonary sar-
coidosis and psoriasis vulgaris.

Case presentation
A 38-year-old male, a heavy smoker, was admitted to our
department, because of fever (38.4°C), weakness, arthral-
gias, non-pitting edema of the lower extremities and chest
discomfort for the previous two weeks. The arthralgias
were partially responsive to nonsteroidal anti-inflamma-
tory drugs (NSAIDs). The patient also reported skin erup-
tions on his elbows and lower extremities that had
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appeared six months previously. His past medical history
was unremarkable.

On physical examination, sharply demarcated erythema-
tous plaques covered by silvery white scales were observed
on the right elbow and the lower extremities below the
knees (figure 1). The patient's ankles were painful and
edematous. On palpation, firm and painless subcutane-
ous nodules could be found on the occipital part of the
scalp. The rest of the physical examination was unremark-
able.

Basic laboratory tests were normal except for an increased
erythrocyte sedimentation rate (57 mm/h) and C-reactive
protein (45.2 mg/l). Further investigations, which
included serum complement analysis, rheumatoid factor,
antinuclear antibodies, antineutrophilic cytoplasmatic
antibodies, immunoglobulin levels, and serological tests
for hepatitis A, B and C and human immunodeficiency
virus, disclosed no apparent pathologies. PPD skin test
was negative. Neither arterial blood gases nor pulmonary
function tests showed significant abnormalities. Radio-
graphic examination, using x-ray and high resolution
computed tomography of the chest, revealed bilateral
hilar and right paratracheal lymphadenopathy with small
nodules along the bronchovascular bundles. Fiber-optic
bronchoscopy and bronchoalveolar lavage (BAL) were
performed. BAL fluid analysis revealed lymphocytosis
(35%) with an increased CD4+/CD8+ ratio (4.2). Micro-
biological and cytological examinations were negative.
Transbronchial lung biopsies were non-diagnostic.

A labial biopsy and biopsies from the cutaneous lesions
were also obtained. The labial biopsy demonstrated the

presence of small epithelioid (sarcoid form) granulomas
(figure 2), while the skin biopsies were typical of psoriasis
(figure 3). Immunohistochemical analysis of tissue sam-
ples with periodic acid-Schiff staining was negative. We
concluded that the patient suffered from two separate
clinical entities: pulmonary sarcoidosis and psoriasis vul-
garis.

The articular manifestations responded partially to
NSAIDs. Consequently, a short course of 30 mg pred-
nisone daily and topical therapy to manage the psoriatic
lesions were applied. This resulted in a significant clinical
improvement. Three months after his discharge the
patient remains asymptomatic.

Discussion
Sarcoidosis is predominantly seen in young and middle-
aged patients and may involve multiple organs [7].
Although the cause of sarcoidosis remains uncertain,
much is known about the immunology of this disease.
The immunological hallmark is an accumulation of acti-
vated CD4+ T lymphocytes at the sites of inflammation.
Interaction between the CD4+ cells and alveolar macro-
phages leads to a Th1-skewed cytokine profile that orches-
trates the ensuing granulomatous inflammatory process
[8].

The diagnosis of sarcoidosis is commonly established on
the basis of compatible clinical and/or radiological fea-
tures, supported by the histological findings of noncaseat-
ing granulomas and the exclusion of other diseases with a
similar clinical or histological picture [7]. The recom-

A labial biopsy reveals lobules of small salivary glands and a small, non-necrotic, sarcoid type epithelioid granuloma (arrow)Figure 2
A labial biopsy reveals lobules of small salivary glands and a 
small, non-necrotic, sarcoid type epithelioid granuloma 
(arrow). (Haematoxylin & Eosin, original magnification ×100).

Scaly erythematous plaques of the lower extremity (psoriasis vulgaris)Figure 1
Scaly erythematous plaques of the lower extremity (psoriasis 
vulgaris).
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mended diagnostic procedure is fiber-optic bronchoscopy
combined with various biopsy techniques (endobron-
chial biopsy, transbronchial lung biopsy, transbronchial
needle aspiration and biopsy) as well as BAL. Studies of
the lymphocyte subpopulations in the BAL fluid may be
diagnostically important. A CD4+/CD8+ ratio of >3.5 in a
patient with a typical clinical and radiological picture is
very specific for sarcoidosis and may obviate the need for
further invasive diagnostic procedures [8]. If bronchos-
copy fails to confirm the diagnosis, labial biopsy is a fairly
useful method for providing histological confirmation of
the disease [9]. In the case presented here, the compatible
radiographic findings, the results of BAL fluid analysis and
the characteristic histological findings from the lip biopsy
were considered sufficient to support the diagnosis of sar-
coidosis.

Psoriasis is a common inflammatory skin disorder charac-
terized by erythematous, sharply demarcated papules and
rounded plaques, covered by silvery micaceous scales
which most commonly appear on the elbows, knees,
scalp, umbilicus and lumbar area [10]. Skin biopsy may
show a variable histological picture but is usually diagnos-
tic in early lesions or at the advancing edge of a well-estab-
lished plaque. The characteristic histological features in
psoriasis include proliferation of epidermal keratinocytes
and hyperkeratosis as well as infiltration of immunocytes
along with angiogenesis, and subsequent typical thicken-
ing and scaling of the erythematous skin. More specifi-

cally, the epidermis in psoriatic skin is characterized by
dramatic pathological alterations, such as profound acan-
thosis with elongation of epidermal rete ridges. Likewise,
neutrophils migrate through the epidermis and form
Munro microabscesses beneath the stratum corneum; this
is one of the most salient features of the disease [10]. The
findings from skin lesions in our patient were identical to
those mentioned above.

Compelling circumstantial and experimental evidence
suggests that the primary immunopathogenesis of psoria-
sis is T-lymphocyte based, so least in part it resembles sar-
coidosis. The immigrant immunocytes interact with
resident epithelial and mesenchymal cells to generate the
psoriatic lesion. Once activated, the T-lymphocytes
excrete a panel of Th1-type proinflammatory cytokines,
which are thought to explain many of the histopathologi-
cal changes seen in psoriatic skin. It is likely that the
inflammation of psoriasis is a balance between the adap-
tive (T-cell mediated) immune response and innate
immune responses [11].

Sarcoidosis is rarely associated with other diseases, and
most of these are characterized by a Th1/Th2 imbalance
(common variable immunodeficiency, autoimmune dis-
eases etc.) [12]. Moreover, the skin manifestations in sar-
coidosis are not always granulomatous (e.g. erythema
nodosum) and may result from a systemic immunological
reaction. Such a reaction might explain the presence of
psoriatic lesions in a patient with sarcoidosis. Thus the
coexistence of sarcoidosis and psoriasis might not be coin-
cidental. Both diseases share common pathogenic path-
ways and the occurrence of psoriasis in a sarcoidosis
patient might result from a variable response to a com-
mon antigenic stimulus. Enhancement of the Th1
immune response is well recognized in both diseases.
Moreover, the promising results obtained in both sar-
coidosis and psoriasis patients after application of anti-
TNF alpha agents (e.g. infliximab, adalimumab, etaner-
cept) further support this hypothesis, since these thera-
peutic agents may alter pathogenic mechanisms common
to both disorders [11,13-15]. It has also been reported
that the expression of pso p27, a psoriatic scale antigen
linked to the pathogenesis of psoriasis, is markedly
increased in the lungs of patients with pulmonary sar-
coidosis [16].

Conclusion
The number of patients reported with this combination of
diseases (sarcoidosis and psoriasis) is small and more
data are necessary to clarify the relationship. This is the
first reported case of pulmonary sarcoidosis and psoriasis
diagnosed by simple, safe and novel routine procedures.
The coexistence of these disorders supports the hypothesis
that they share common pathogenic mechanisms.

A skin biopsy reveals acanthosis of epidermis, with elongated rete ridges, thin suprapapillary epidermal plates, absent gran-ular layer and hyperkeratosisFigure 3
A skin biopsy reveals acanthosis of epidermis, with elongated 
rete ridges, thin suprapapillary epidermal plates, absent gran-
ular layer and hyperkeratosis. A Munro microabscess 
(arrow) is also noticed within the parakeratotic cornified 
layer. (Haematoxylin & Eosin, original magnification ×100).
Page 3 of 4
(page number not for citation purposes)



BMC Pulmonary Medicine 2006, 6:26 http://www.biomedcentral.com/1471-2466/6/26
Publish with BioMed Central   and  every 
scientist can read your work free of charge

"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."

Sir Paul Nurse, Cancer Research UK

Your research papers will be:

available free of charge to the entire biomedical community

peer reviewed and published immediately upon acceptance

cited in PubMed and archived on PubMed Central 

yours — you keep the copyright

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

BioMedcentral

Abbreviations
NSAIDs: non-steroidal anti-inflammatory drugs, PPD:
purified protein derivative, BAL: bronchoalveolar lavage.

Competing interests
The author(s) declare that they have no competing inter-
ests.

Authors' contributions
MN was responsible for patient management and pre-
pared the manuscript. SK and KP performed the fiber-
optic bronchoscopy and the various biopsy techniques
(mucosal and transbronchial lung biopsy, transbronchial
needle aspiration and biopsy) and bronchoalveolar lav-
age (BAL), and participated in patient follow-up. PP and
KT were involved in observing the patient and helped to
draft the manuscript. ER carried out the labial and skin
biopsies. DS performed the pathology tests. DB critically
revised the manuscript and approved the final version. All
authors read and approved the final manuscript.

Acknowledgements
Written consent was obtained from the patient for publication of this study.

References
1. Eklund A, Rizzato G: Skin manifestations in sarcoidosis.  Sarcoido-

sis, Eur Respir Monograph 2005, 10:150-163.
2. Burgoyne JS, Wood MG: Psoriasiform sarcoidosis.  Arch Dermatol

1972, 106:896-898.
3. Farmer JL, Winkelmann RK: Psoriasis in association with sar-

coidosis.  Arch Dermatol 1960, 81:983-986.
4. Kaplan II, Klatskin G: Sarcoidosis, psoriasis and gout: Syndrome

or coincidence.  Yale J Biol Med 1960, 32:335-352.
5. Riley EA: Boeck's sarcoid: Review of 52 cases.  Am Rev Tuberc

1950, 62:231-285.
6. Usuki K, Hamada H, Terasaki Y, Hiwatashi S, Hisadome H, Setoyama

M, Kanzaki T, Mera S: Sarcoidosis associated with psoriasis vul-
garis.  J Dermatol 2001, 28:86-90.

7. Statement on sarcoidosis: Joint statement of the American Tho-
racic Society (ATS), the European Respiratory Society
(ERS) and the World Association of Sarcoidosis and Other
Granulomatous Disorders (WASOG) adopted by the ATS
Board of Directors and by the ERS Executive Committee,
February 1999.  Am J Respir Crit Care Med 1999, 160:736-755.

8. Costabel U: Sarcoidosis: clinical update.  Eur Respir J 2001,
18(suppl 32):56s-68s.

9. Tabak L, Agirbas E, Yilmazbayhan P, Tanyeri H, Guc U: The value of
labial biopsy in the differentiation of sarcoidosis from tuber-
culosis.  Sarcoidosis Vasc Diffuse Lung Dis 2001, 18:191-195.

10. Schön MP, Boehncke WH: Psoriasis.  N Eng J Med 2005,
352:1899-1912.

11. Griffiths CEM, Iaccarino L, Naldi L, Olivieri I, Pipitone N, Salvarani C,
Doria A: Psoriasis and psoriatic arthritis: Immunological
aspects and therapeutic guidelines.  Clin Exp Rheumatol 2006,
24(suppl 40):s72-s78.

12. Moller DR: Rare manifestations of sarcoidosis.  Sarcoidosis, Eur
Respir Monograph 2005, 10:233-250.

13. Alexis AF, Strober BE: Off-label dermatologic uses of anti-TNF-
a therapies.  J Cutan Med Surg 2005, 9:296-302.

14. Baughman RP, Drent M, Kavuru M, Judson MA, Costabel U, du Bois
R, Albera C, Brutsche M, Davis G, Donohue JF, Muller-Quernheim J,
Schlenker-Herceg R, Flavin S, Lo KH, Oemar B, Barnathan ES: Inflix-
imab therapy in patients with chronic sarcoidosis and pulmo-
nary involvement.  Am J Respir Crit Care Med 2006, 174:795-802.

15. Saleh S, Ghodsian S, Yakimova V, Henderson J, Sharma OP: Effec-
tiveness of infliximab in treating selected patients with sar-
coidosis.  Respir Med 2006, 100:2053-2059.

16. Jacobsen T, Lie BA, Lysvand H, Wiig M, Pettersen HB, Iversen OJ:
Detection of psoriasis-associated antigen pso p27 in sar-
coidosis bronchoalveolar lavage fluid using monoclonal anti-
bodies.  Clin Immunol Immunopathol 1996, 81:82-87.

Pre-publication history
The pre-publication history for this paper can be accessed
here:

http://www.biomedcentral.com/1471-2466/6/26/prepub
Page 4 of 4
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=4639256
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=13821592
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=13821592
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14404387
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14404387
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15432887
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11320712
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11320712
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10430755
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10430755
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10430755
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11436540
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11436540
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11436540
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16699906
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16699906
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16840744
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16840744
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16840744
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16935484
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16935484
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16935484
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8808646
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8808646
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8808646
http://www.biomedcentral.com/1471-2466/6/26/prepub
http://www.biomedcentral.com/
http://www.biomedcentral.com/info/publishing_adv.asp
http://www.biomedcentral.com/

	Abstract
	Background
	Case presentation
	Conclusion

	Background
	Case presentation
	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors' contributions
	Acknowledgements
	References
	Pre-publication history

