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Sarcoidosis of the external ear – literature review
and report of a case
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Abstract
External ear manifestations of sarcoidosis are rare. We review six cases in the literature and also report a case.
The otolaryngologist plays an important role in making the diagnosis because of the ease of biopsy in all cases of
sarcoidosis of the external ear.
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Introduction

Sarcoidosis was described by the World Congress in Kyoto
in 1991 as ‘A multisystemic disorder of unknown cause.
It commonly affects young and middle-aged adults and
frequently presents with bilateral hilar lymphadenopathy,
pulmonary infiltration, ocular and skin lesions. Other
organs may be involved. The diagnosis is established
when clinicoradiological findings are supported by histo-
logical evidence of non-caseating epitheloid cell granulo-
mas. Granulomas of known cause and local sarcoid
reactions must be excluded.’1

Otolaryngological manifestations of sarcoidosis occur in
10–15 per cent of patients and only rarely are the present-
ing disorder.2 Cervical adenopathy is the most common
head/neck manifestation of sarcoidosis and was present
in 48 per cent in one series.3 Parotid gland involvement
occurs in 6 per cent of patients and is usually bilateral.4

Sinonasal manifestations occur in 1–4 per cent of
patients5,6 while neurosarcoidosis is found in about 5 per
cent with the most commonly affected cranial nerve
being the facial nerve.7 The larynx is affected in 0.5–8.3
per cent of patients8,9 and tonsillar involvement is found
in 2.4 per cent.10

The ear is, however, rather an uncommon site although
there have been anecdotal reports of middle-ear involve-
ment11 and acoustic nerve with sensorineural deafness.12

Despite the fact that skin involvement occurs in between
20–35 per cent of patient with systemic disease,13

cutaneous sarcoidosis of the external ear is rarely reported.
The purpose of this paper is to collect reported cases and
present the case of an additional patient.

Historical review

Historically, it is of interest to note that Hutchinson is
credited with the first description of sarcoidosis in 1875.14

He named it after one of his patients, who had unique
skin findings, as ‘Mortimer’s Malady’. In 1889, Besnier in

his paper described sarcoid lesions of both ears and
nose.15 He showed similarity of the lesions to lupus, point-
ing to the reddish-purple nodular tumours. However, in
1899 Cae Sar Boeck first coined the term sarcoid to
describe one of the skin lesions of sarcoidosis because of
its histological resemblance to sarcoma.14 In 1909, Danish
ophthalmologist Heerfordt described the triad of uveitis,
parotid enlargement and cranial nerve paresis.16 The patho-
logical findings were described in 1916 by Shaumann.17

Methods

A systematic review of the medical literature was conducted.
Articles were identified using MEDLINE (1966–2004). The
search strategy used Medical Subject Heading (MeSH)
terms ‘Sarcoidosis and Ear’, ‘ENT and Sarcoidosis’ and
‘Cutaneous Manifestations of Sarcoidosis’. The titles and
abstracts of articles identified were examined and indepen-
dently reviewed. References from retrieved articles were
reviewed to identify additional pertinent articles. Articles
with reports of cutaneous sarcoid reactions secondary to
foreign material, and development of sarcoid lesions in
scars and tattoos were excluded from review.

Results

The literature search identified four articles and two others
were retrieved from reference articles. Poe18 reported one
of the earliest cases in England. It was that of a 38-year-old
woman with widespread sarcoid disease. She presented
with multiple, small, non-tender nodules. These were
located over the entire external ear including the lobule,
they were numerous and about the size of a pinhead.

Boone and Coleman19 made another report. This was a
case of a man of 40 years old with systemic and multiorgan
involvement. Several large nodules were present on both
auricles and the resulting distortion was similar to the dis-
figurement seen in leprosy. Cavallaro20 reported a case of a
70-year-old woman with a thickened and erythematous
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right ear lobe. Several physicians had treated it as eczema.
As with other cases, a biopsy of the lesion confirmed sarcoi-
dosis. In spite of not having systemic symptoms a chest
X-ray showed widened mediastinum with hilar lymphade-
nopathy consistence with sarcoidosis.

Nova21 described the case of a nine-year-old boy with a
six month history of a slowly enlarging mass of his left
superior helix. On examination of the lesion there was a
raised nodular mass with superficial crusting with adher-
ence to the underlying perichondrium. The boy had no sys-
temic symptoms. Mann and Peachey22 reported the case of
a 14-year-old girl with multiple soft, reddish-brown
coloured nodules on both ear lobes at the site of recent
piercings. There was no systemic involvement. Biopsy con-
firmed sarcoidosis with a positive Kveim test. There was no
foreign material seen in the biopsy.

Lang et al.23 reported recently on a 38-year-old man with an
acute exacerbation of swelling of the right pinna. There were
associated systemic symptoms. They found inflamed and
thickened right helical cartilage and pinna with overlying
skin being erythematous and excoriated. Biopsy of the
lesion and a chest X-ray were consistent with pulmonary
sarcoidosis.

Report of a case

A general practitioner referred a 30-year-old man to us with
an inflammatory lesion on the left lobule. This had been
present for seven months and had been treated several
times with antibiotics by the general practitioner with no
response. The patient had his left ear pierced by a jeweller
one month prior to noticing the inflammatory lesion at the
site of recent piercing. There was no past history of tubercu-
losis or contact with persons with chronic cough. It is of
note that the patient works in a factory that manufactures
silicone-based medical prostheses.

On examination we found bilaterally non-tender moder-
ately enlarged upper cervical lymphadenopathy with an
enlarged left submandibular gland. Examination of the
lesion showed a reddish plaque with underlying inflamma-
tory exudates at the site of recent piercing (Figure 1). It was
noted that he had other piercings, which have been present
for some years and these were not involved. There did not
appear to be any foreign body material in the lobule. Other
ENT examinations showed bilaterally enlarged tonsils but
no inflammation. Systemic examination was normal.

Routine blood tests revealed mildly elevated serum
angiotensin converting enzyme (ACE), other parameters
were normal. Autoimmune antibody testing was negative.
Testing for fungi and mycobacteria were negative. Also
viral cultures were negative. However, the serum was posi-
tive for mycoplasma pneumonia. We noted that the chest
X-ray was reported as normal. As the lesions did not
appear to be settling we decided to arrange a computed
tomography (CT) scan of the neck and thorax and
biopsy of the lesion. The CT scan of the neck confirmed
cervical lymphadenopathy and the CT scan of the thorax
showed widespread pulmonary infiltrates with hilar and
mediastinal lymphadenopathy consistent with pulmonary
sarcoidosis. (Figure 2a and 2b)

FIG. 1

The arrow points to the area of reddish plaque which has the
underlying inflammatory exudates at the site of recent

piercing (magnification �20).

FIG. 2

(a) CT of the neck showing cervical lymphadenopathy
(magnification �20). (b) CT of the thorax showing widespread
pulmonary infiltrates with hilar and mediastinal lymphadeno-

pathy (magnification � 20).

O A ADELOLA, R FERNANDEZ, R AHMAD et al.290

https://doi.org/10.1017/S0022215106003902 Published online by Cambridge University Press

https://doi.org/10.1017/S0022215106003902


Histology of the biopsy of the lesion identified non-
caseating epitheloid cell dermal granulomas consisting of
macrophages, multinucleate giant cells and lymphocytes,
findings consistent with sarcoidosis (Figure 3). No foreign
body materials were seen in the skin biopsy. Special
stains for acid-fast bacilli and fungi were negative.

. Sarcoidosis of the external ear is rarely reported.
Its manifestations vary and mimic most common
diseases of this area. A high index of suspicion is
important and otolarygologists should include this
entity in the differential diagnosis of lesions on the
external ear

. Biopsy of specimens should be obtained from the
most readily accessible organ with the least invasive
method. Thus the otolaryngologist is critical to
diagnosis because of the ease of biopsy in this area.
The Kveim test is no longer used to make the
diagnosis of sarcoidosis

. Corticosteroids remain the mainstay of treatment,
though a wide range of alternative systemic drugs
have been employed

The patient was referred to a respiratory physician for
further management. He was placed on oral corticoster-
oids. A review of the patient after one month showed
regression of the skin lesion and neck lymphadenopathy.
In this case we did not perform the Kveim–Siltzbach skin
test because it is no longer approved for general use.24

Also having made a clinicoradiographic and histological
diagnosis of sarcoidosis, a bronchoalveolar lavage or trans-
bronchial biopsy were not necessary to confirm diagnosis as
these are invasive procedures.

Summary

Sarcoidosis of the external ear is rarely reported. Its mani-
festations vary and mimic most common diseases of this
area, so a high index of suspicion is important and the
otolaryngologist should include this entity in their differen-
tial diagnosis of lesions on the ear. Biopsy of specimens
should be obtained from the most readily accessible
organ with the least invasive method.25 Thus the

otolaryngologist is critical to diagnosis because of the
ease of biopsy in this area. The Kveim test is no longer
used to make the diagnosis of sarcoidosis.

Corticosteroids remain the mainstay of treatment,
although a wide range of alternative systemic drugs have
been employed. The reports of their use are often anecdotal.
Such agents include hydrochloroquine, thalidomide and
allopurinol, and immunosuppressives like methotrexate24–28

are in use for treatment and these may be successful alterna-
tives to the use of steroids. Although the literature review
showed that ear piercing could predispose the patient to a
sarcoid lesion, we thought our observed case might have
been a case of Koebner phenomenon occurring in systemic
sarcoidosis. We found no report of this association in the lit-
erature. Also there is evidence in the literature that sarcoid
lesions can occur in surgical scars, tattoos, and the site of
venepuncture and vaccination.29–32 Scar sarcoidosis may
either occur in isolation or parallel systemic disease.33 It
has been shown that sarcoidosis can occur in the sites of
ear piercing, therefore it is advisable that patients with
sarcoidosis should avoid piercing their ears.
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