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ABSTRACT: We report a Case of Disseminated Granuloma Annulare which Mimicked Sarcoidosis. A 77 year 

old man presented with 1 month history of closely set, shiny, skin coloured, firm smooth pruritic papules on 

trunk and proximal limbs. Considering the histopathological findings with well demarcated areas of 

degenerated collagen surrounded by histiocytes and lymphocytes, diagnosis of granuloma annulare was made 

and patient responded very well to oral acitretin. Disseminated papular Granuloma Annulare appears to be a 

distinct variant that may be difficult to diagnose. 
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INTRODUCTION: Granuloma annulare is a benign cutaneous inflammatory disease of unknown etiology most 

commonly presenting on the hands and feet and consisting of asymptomatic to mildly pruritic, flesh-colored to 

erythematous annular plaques[1]. Granuloma annulare can be categorized as localized, generalized or 

disseminated, perforating, subcutaneous and actinic (granuloma annulare on sun-exposed skin). The most 

common clinical form is localized granuloma annulare. Patients with disseminated granuloma annulare have 

more widespread involvement, usually with 10 or more lesions. It accounts for 15% of all cases and is seen in 

older patients. Spontaneous resolution is less common in these patients than in patients with localized 

granuloma annulare. 

 

CASE REPORT: A 77 year old man presented with pruritic elevated red rashes on trunk and proximal limbs 

since 1 month.[Fig 1]They started first on neck and upper back and gradually progressed to involve the whole 

trunk and proximal extremities. There was no history of any weight loss, respiratory complaint or other 

systemic complaint. Patient had no significant past history. He was non diabetic, non hypertensive. He used 

topical emollients before coming to our hospital for the rash. 

General physical examination and systemic examination was normal. On cutaneous examination 

closely set, shiny, skin coloured, papules were present on trunk, abdomen and proximal extremities [Fig 2, 3, 4 

and 5]. On palpation they were firm in consistency and had smooth surface. 

After history and clinical examination following differential diagnosis were made: 

• Sarcoidosis 

• Mycosis Fungoides 

• Granuloma Annulare 

• Papular Mucinosis 

Accordingly further investigations were planned. On investigation patients Hemoglobin was 10.6 gm. 

%, Peripheral Blood showed Normocytic normochromic anemia, Differential count and Total Leukocyte count 

was normal, ACE: 50 U/L , Total Ca: 9 mg/dl , Se Cholesterol and Triglycerides were normal. ANA: Negative, 

ESR: 51. HIV I and II: non-reactive, ANA: Negative. Urine routine: normal. CXR: Normal 

Skin Biopsy from the papular lesion on trunk showed  unremarkable epidermis. Dermis showed 

degenerated collagen surrounded by plump histiocytes, lymphocytes and multinucleate giant cells [Fig 6, 7 and 

8]. On special stain (alcian blue) there was some mucin deposition in areas of degenerated collagen. 

With the clinical features and skin biopsy reports, final diagnosis of Disseminated Granuloma 

Annulare was made. 
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Patient was treated with Tab Acitretin 25 mg BD for 1 month. Patient responded very well to the 

treatment (Tab. Acitretin) with resolution of the lesions within 1 month period [Fig 9, 10 and 11]. 

 

DISCUSSION: Granuloma annulare is an idiopathic, self-limited cutaneous condition that is common in adults 

and children. The condition is benign and is characterized by smooth, skin-colored annular plaques and 

papules. The lesions are usually found on the hands, feet, wrists and ankles but can potentially occur anywhere 

on the body. Although the condition is generally asymptomatic, some patients may note mild pruritus  [2]. 

The cause of granuloma annulare is unknown, but it has been reported to follow trauma, malignancy, 

viral infections (including human immunodeficiency virus [6] Epstein-Barr virus, and herpes zoster), insect 

bites, and tuberculosis skin tests [3]. A delayed-type hypersensitivity reaction and cell-mediated immune 

response are hypothesized. Patients with diabetes mellitus had a higher incidence of chronic relapsing 

granuloma annulare than patients without diabetes. Some isolated cases of granuloma annulare found in 

association with malignant neoplasm like lymphomas [4] and prostate cancer [5] have been reported. 

Granuloma annulare can be categorized as localized, generalized or disseminated, perforating, 

subcutaneous and actinic (granuloma annulare on sun-exposed skin) [2]. 

The most common clinical form is localized granuloma annulare. Patients with disseminated 

granuloma annulare have more widespread involvement, usually with 10 or more lesions [1]. It accounts for 

15% of all cases and is seen in older patients. Spontaneous resolution is less common in these patients than in 

patients with localized granuloma annulare. Perforating granuloma annulare lesions are small, umbilicated 

papules that are found predominantly on the hands and fingers. Subcutaneous granuloma annulare is 

characterized by large, skin-colored nodules that may be as deep as the lower dermis or subcutaneous fat. 

On skin biopsy from lesions although GA is regarded as the prototype of a palisading granulomatous 

dermatosis, the interstitial and mixed patterns are found to predominate. Abundant dermal mucin is a 

hallmark of GA [14]. 

Diagnosis is typically based on clinical appearance and correlation with pathology. 

Localized granuloma annulare is self-limited and asymptomatic, treatment usually is not necessary. 

Nevertheless, many patients remain troubled by the appearance and persist in seeking treatment. For patients 

insisting on treatment, options include intralesional corticosteroid injection with 2.5 to 5.0 mg per mL 

triamcinolone into the elevated border, topical corticosteroids under occlusion, cryotherapy, and 

electrodessication. 

 

Systemic therapy is required for disseminated granuloma annulare and many different treatments 

have been proposed. Dapsone, acitretin [7], isotretinoin, antimalarial agents (hydroxychloroquine and 

chloroquine), cyclosporine and niacinamide have been tried with variable results. Psoralen plus ultraviolet A 

(PUVA) therapy has been reported to be effective [8, 9]. 

Fumaric acid esters, which also are used to manage psoriasis, were found to have some benefit in a 

recent study treating eight patients [10]. In recent case reports, topical tacrolimus and pimecrolimus had 

positive outcomes. The incidence of side effects is very low [11, 12]. 

Infliximab (Remicade), a tumor necrosis factor B inhibitor, demonstrated a positive outcome in a 

patient with recalcitrant disseminated granuloma annulare [13]. Granuloma annulare is difficult to treat 

clinically; reassurance that the condition will self-resolve may be the best option. 
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Fig. 1: Elevated red rashes on proximal 

extremities, trunk and abdomen 
Fig. 2: Closely set shiny, skin coloured 

papules on proximal extremities 

Fig. 3: Closely set shiny, skin coloured 

papules on proximal extremities 

Fig.  4: Closely set shiny, skin 

coloured papules on back 
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Fig. 5: Closely set shiny, skin 

coloured papules on back 
Fig. 6: Multiple granulomas 

Fig. 7: Multinucleate Giant 

cells with histiocytes 

Fig. 8: Degenerated collagen with 

evidence of  increased mucin 

Fig. 9: After treatment post inflammatory 

hyperpigmentation on abdomen 
Fig. 10: After treatment post inflammatory 

hyperpigmentation on proximal limb 

Fig. 10: After treatment post inflammatory 

hyperpigmentation on back 
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