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Abstract- Sarcoidosis gets its name from the Greek words "Sarco" meaning flesh, "Eidos" meaning like, and 

"Sis" meaning conditions. It's a rare condition that occurs when a group of cells in the immune system forms 

red and swollen lumps called granulomas in various organs in the body. The lungs are usually the most 

commonly affected organ. Sarcoidosis is more prevalent in Americans, Africans, and Scandinavians. It can 

affect any organ in the body. The condition was first identified by Besnier et al. in 1889. It typically affects 

people between the ages of 25 and 40, with 70% of cases occurring within this age range. The prevalence of 

sarcoidosis in India is unknown, but Kolkata and Delhi hospitals have reported annual rates of 10-12 cases per 

1000 and 61.2 patients per lakh new registrations respectively. Patients with sarcoidosis generally exhibit 

general symptoms, while 30-35% of patients experience severe inflammatory reactions and respiratory 

problems. Bronchoalveolar lavage (BAL) changes the understanding of the inflammatory response of the lungs 

in sarcoidosis. This review focuses on the prevention, treatment, prognosis, epidemiology, and clinical 

manifestation of sarcoidosis. 
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INTRODUCTION: 

 Besnier et al. originally described sarcoidosis in 1889. Usually, adults under 50 years old are the first to develop 

sarcoidosis. A second surge in incidence occurs in women over 50 years old, with over 70% of cases presenting 

between the ages of 25 and 40. It is believed that the incidence ranges from 2.3 to 11 per 100,000 people annually. 

The lifetime risk of sarcoidosis was estimated at 0.85% for Caucasian Americans and 2.4% for African Americans [5] 

[sp 1]   Organ involvement (sarcoidosis of the central nervous system (CNS), cardiac sarcoidosis, portal hypertension, 

severe pulmonary fibrosis, etc.) or functional hazard (laryngeal involvement, posterior uveitis, severe or deforming 

skin disease) [7] [SP 1].  A poor prognosis has been linked to factors such as age over 40 years at presentation, lupus 

pernio, chronic uveitis, Sino nasal and osseous localizations, CNS involvement, cardiac involvement, severe 

hyperkalaemia, nephrocalcinosis, and radiographic stages III and IV.[8] [SP 1] 

 

MANIFESTATIONS OF CLINICAL SIGNS The remarkable thing about sarcoidosis is that it can impact any 

organ. [SP1]  

 

GENERAL SYMPTOMS: Sarcoidosis frequently manifests as general symptoms [19] [SP 1]. For instance, studies 

report that 50–70% of sarcoidosis patient’s experience [20] [SP 1]. Sarcoidosis is not the only cause of fatigue; other 

possible explanations include hypothyroidism, anxiety, depression, sleep apnea, or an active, severe inflammatory 

response [20] [SP1]. Small fibre neuropathy and tiredness, as well as dyspnoea and fatigue, were revealed to be 

positively correlated [19] [SP 1] Symptoms are also contingent upon the patient's age, sex, ethnicity, primary clinical 

condition, and the number of organs affected. [SP 2] 
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SEVERE SWELLING THAT AFFECTED IN TOES IN SARCOIDOSIS PATIENT 

 

Location within the muscle the lateral wall, the left ventricles basal segments, and the interventricular septum are the 

areas where sacred granulomas are most frequently affected. [Sp 2]  

 

Diagnostic examinations Due to its tendency to resemble other diseases and its potential for non-onset, CS can be 

very challenging to diagnose, with early signs and symptoms. Multiple diagnostic methods must be utilized to 

evaluate a patient's symptoms and rule out other possible causes (mostly ischemic heart disease), as no one test can 

confirm a diagnosis. The traditional trio of diagnosis consists of the following: 1) consistent radiological and clinical 

symptoms; 2) non caseating granulomas on histopathology; and 3) ruling out other potential illnesses [1, 89, and 90]. 

[sp2] 

 

TREATMENT: Reducing inflammation, avoiding complications, and enhancing the patient's quality of life are the 

objectives of treatment. Alterations in lifestyle that could advise to handle sarcoidosis include stress reduction, a 

balanced diet, and frequent exercise. [Sp 2] Drugs used to treat sarcoidosis are corticosteroids, beta-blockers, immune 

suppressants, and angiotensin-converting enzyme inhibitors. [Sp 2] 

 

PROGNOSIS The degree of cardiac involvement and the existence of other organ systems may have an impact on 

the prognosis of CS. A lower left ventricular ejection fraction and clinically evident heart failure have a worse 

prognosis, with a 19–53% 10-year survival rate [155]. [sp2] 

 

 Prevention Glucocorticoids are the oral immunosuppressant drug class with the highest risk of infection formation. 

[8] [Sp 9]. On the other hand, compared to individuals not taking glucocorticoids, patients taking less than 10 mg of 

prednisone daily (or its equivalent) did not have greater infection rates.[10] [sp 9]. About 5.2% of patients may 

experience cytopenias after methotrexate, which may partially predispose them to infections [11] [sp 9] When taking 

oral medicines, significant immunosuppression is thought to happen when taking prednisolone > 10 mg/day (or its 

equivalent) for more than two weeks, methotrexate ≥ 0.4 mg/kg/week, and azathioprine ≥ 3 mg/kg/day[7].[sp 9] 
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Figure : Skin sarcoidosis manifestations; (A–C): papular sarcoidosis, (D): diffuse maculopapular sarcoidosis; (E,F): 

Evolution of papular sarcoidosis into plaque sarcoidosis (same patient at a one-year interval); (G): annular plaque 

sarcoidosis;(H): subcutaneous sarcoidosis (Darier-Roussy type); (I): lupus pernio which has to be differentiated from 

(J): angiolupoid sarcoidosis (where telangiectasia’s are visible; (K): tattoo-sarcoidosis; (L): subungueal sarcoidosis 

 

Conclusion: Treatment of sarcoidosis must mainly focus on the specific problems of patients. Anti-inflammatory 

drugs especially Glucocorticosteroids remain the choice of treatment for most patients. 

 The diagnosis of sarcoidosis is based on three main criteria: - Compatible presentations; evidence of caseating 

granulomas and exclusion of alternative diagnosis. Several studies have recently highlighted the existence of distinct 

phenotypes of sarcoidosis in clinical practice.  

There are several types of sarcoidosis: 

1) Pulmonary sarcoidosis 

2) Neuro sarcoidosis  

3) Cardiac sarcoidosis 

4) Ocular sarcoidosis 

5) Cutaneous sarcoidosis 

6) Multiorgan sarcoidosis 

 

The etiology of sarcoidosis is not exactly known. It includes immunologic processes; sarcoidosis is susceptible to 

encompassing numerous different clinical presentations. 
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