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Abstract Explosive blasts can cause multiple forms of damage that are more complex than those caused by other
wounding agents. Wounds or penetrating injuries accidentally contaminated with silica may be followed some years later by
the formation of a sarcoid like foreign body granulomatous reaction. It usually remains localized to the skin but sometimes
migration of foreign material via lymphatic's to regional lymph nodes leading to nodal granulomas and rarely to systemic
organs, hence can simulate systemic sarcoidosis clinically and histopathologically. In this report, we described a 37 year old
man, a victim of blast injury in 2014 with retained shells in the right side of face, neck and left palm and damage of the right
eye, presented with 10 months history of asymptomatic papulonodular eruption limited to sites previously traumatized by
shell explosion and it was associated with right cervical, right submandibular and left parotid lymphadenopathy.
Histopathology report revealed well demarcated, naked and noncaseating granulomas in both skin and lymph node specimens.
Careful evaluation shows no systemic involvement but follow up is recommended to detect any further progression of the
disease in the future. Although there are thousands of victims of blast injury encountered in Iraqg since the United States led
coalition forces invasion in 2003, this is the first reported case of sarcoidal foreign body granuloma post blast injury in Iragi
population and this could be related to genetic susceptibility to sarcoid granuloma and sarcoidosis and we can assume this

genetic diathesis is absent in Iraq as ordinary sarcoidosis is very rarely reported in this country.
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1. Introduction

Several publications regarding the delayed effect of
traumatic embedding of foreign bodies in the skin appeared
first in the 1930s and 1950s. Wounds or penetrating injuries
accidentally contaminated with silica contained in sand, soil,
rocks and glass may be followed some years later by the
formation of a foreign body reaction. The period between
inoculation and development of a reaction may be as long
as 25 years [1].

Some theories have been published concerning the
possible pathogenesis of silica granulomas. It has been
suggested that silica must be in a soluble (colloid) form to
elicit a tissue reaction. The latent period observed clinically
might represent the time required in body tissues to convert
insoluble forms of silica to soluble forms capable of
eliciting a granulomatous response. Also there are some
thoughts suggesting that silica may be involved in the
pathogenesis of certain cases of ordinary sarcoidosis [2].
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Ordinary cutaneous sarcoidosis occurs preferentially
within scar tissue, at traumatized skin sites, and around
embedded foreign material such as silica. Scars become
inflamed and infiltrated with sarcoidal granulomas.
Inflammation of old scars may go parallel or precede
systemic sarcoidal disease activity. Hence scar sarcoidosis
may be the only cutaneous finding in a patient with
systemic sarcoidosis [3].

The histopathological differential diagnosis between
cutaneous lesions of systemic sarcoidosis and cutaneous
sarcoid granulomas of other aetiology may be very difficult.
For this reason, the detection of non-caseating granulomas
in the skin is not sufficient to confirm the diagnosis of
sarcoidosis in the absence of other organ involvement [4].
Those cases with cutaneous sarcoid granulomas of
unknown aetiology are better considered as idiopathic
sarcoid reactions. These patients should be followed up
because some of them will develop involvement of other
organs and thus fulfill the diagnostic criteria for sarcoidosis

[4].

2. Case Description

A 37 year old man, a victim of blast injury in 2014 with
retained shells in the right side of face, neck and left hand
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and damage of the right eye, presented with 10 months
history of asymptomatic papulonodular eruption limited to
sites previously traumatized by shell explosion including
right side of face and neck and left palm. The rash was
asymptomatic except for its cosmetic appearance. The
patient's family and medical histories were non remarkable.

Physical examination revealed pigmented-brownish
firm papules and nodules limited to the right side of
face, neck and left hand, associated with right cervical,
right submandibular lymphadenopathy and left parotid
enlargement (Figures -1, 2). The lungs and heart were
clear and no hepatosplenomegaly was noticed on clinical
examination.  Ophthalmologic  evaluation, including
slit-lamp examination, did not reveal ocular involvement
suggestive of sarcoidosis, but vision was impaired in the
right eye.

a b

Figure 1. Showing a 37 year male patient with post blast foreign body
sarcoidal rash of face (a,b)

Figure 2. Showing the left palm of the same patient affected by foreign
body sarcoidal rash

Six months earlier, the patient consulted a general surgeon
and biopsy of skin and cervical lymph node was performed.
Histopathology report revealed well demarcated, naked
and noncaseating granulomas in both skin and lymph
node sections, composed of epithelioid cells and abundant

multinucleated giant cells but no inclusion bodies were
detected. No foreign material was visible in the
hematoxylin-eosin-stained sections of skin and lymph node.
(Figures -3, 4

Figure 3. H&E stained section of skin showing well demarcated naked
non caseating granuloma (a- low mag.x40 and b-high mag.x400)

Figure 4. H&E stained section of Lymph node showing well demarcated
non caseating granuloma (a- low mag.x40 and b-medium magx100)

At that time a diagnosis of tuberculosis was established
and anti-tuberculous therapy was prescribed for the patient
for 6 months without any improvement but on contrary the
rash had progressed.

After failure of treatment, the patient consulted Professor
Sharquie, who did complete re-evaluation of the patient.
The clinical and histopathogical picture was consistent
with both cutaneous sarcoidosis and sarcoid like foreign
body granuloma. And as both conditions are difficult to be
differentiated and accordingly it demands further evaluation
for definitive diagnosis.

The following laboratory results were normal: CBC, ESR,
blood glucose, electrolytes, liver and kidney function
tests, and urinalysis. The electrocardiogram, ultrasound of
abdomen and chest radiograph showed normal findings.
Tuberculin skin test showed complete anergy.

Unfortunately, serum angiotensin-converting enzyme
level and gallium 67 scan were not performed because they
were not available.
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3. Discussion

Explosive blasts can cause multiple forms of injuries that
are more complicated than those caused by other ordinary
wounding agents. The acute physical and psychological
impacts in those who survive blast explosions can be great
and devastating. The long term consequences are less clear
[5].

Although there are thousands of victims of blast injury
encountered in Irag since the United States led coalition
forces invasion in 2003, this is the first reported case of
sarcoidal foreign body granuloma post blast injury in Iraqi
population and as sarcoidosis is very rare in lrag, so we can
speculate that there is no genetic susceptibility for sarcoid
granuloma and sarcoidosis in Iraqi people.

The current case represents a typical picture of blast
explosion related sarcoidal foreign body granuloma, where
biopsy specimens of both skin and lymph node showed
classical sarcoidal granulomatous reaction. This reaction can
sometimes be the only sign of cutaneous or underlying
systematic sarcoidosis. So in such cases it is appropriate to
conduct additional studies and regular follow-up.

A confirmed diagnosis of sarcoidosis requires proof of
granulomatous involvement in at least two separate organs
[6]. In the present case, there were typical well demarcated,
naked and noncaseating granulomas in both skin and
regional lymph nodes. This could be related to possible
migration of foreign material via lymphatic's to regional
lymph nodes leading to nodal granulomas and palpable
lymphadenopathy.

We could not conduct further tests that help to assess
systemic involvement like serum angiotensin-converting
enzyme level, gallium 67 scan and PET scan, because there
were not available at the time being in Baghdad.

In this case, several features support the diagnosis of
foreign-body granulomas: skin lesions limited to traumatized
sites, the absence of generalized lymphadenopathy or
hepatosplenomegaly, and the lack of ophthalmologic and
skeletal findings. But regular follow up is required as
we assume that genetic susceptibility to develop sarcoid
granuloma may predispose the patient to develop systemic
sarcoidosis in the future.

4. Conclusions

Although blast injuries is a common problem in Iraqi
population but sarcoid foreign body granuloma, to the best of
our knowledge, is not reported in Iraqi medical literature.
This is the first case to be reported that shows typical picture
of post blast sarcoidal foreign body granuloma whereas
systemic sarcoidosis could not be excluded and further
follow up is essentially needed to detect any further
progression of the disease in the future.

Disclosure

This case report was independent and not funded by any
drug company or organization.

REFERENCES

[1] Mesquita-Guimaraes J, Azevedo F, Aguiar S. Silica
granulomas secondary to the explosion of a land mine. Cultis.
1987; 40: 41-3.

[2] Shelley WB, Hurley H|. The pathogenesis of silica
granulomas in man: a non-allergic colloidal phenomenon,
J Invest Dermatol. 1960; 34:107 123.

[3] .Richard M. Marchell, Bruce Thiers, Marc A. Judson.
Sarcoidosis. In: LOWELL A. Goldsmith, Stephen I.Katz,
Barbara A. Gilchrist, Amy S. Paller, David J. Leffell, Klaus
Wolf. Fitzpatrick’s Dermatology in General Medicine, 8th ed.
McGraw-Hill 2012; 152:1869-1880.

[4] Hunninghake GW, Costabel U, Ando M. ATS/ERS/WASOG
Statement on sarcoidosis. Sarcoidosis Vasc Diff Lung Dis
1999; 16: 149-73/Am J Respir Crit Care Med 1999; 160:
736-55.

[5] Champion HR, Holcomb JB, Young LA. Injuries from
explosions: Physics, biophysics, pathology, and required
research focus. Journal of Trauma: Injury, Infection, &
Critical Care. 2009; 66(5): 1468-1477.

[6] Wanat KA, Rosenbach M. A practical approach to cutaneous
sarcoidosis. American Journal of Clinical Dermatology. 2014;
15: 283-97.



