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C A S E  R E P O R T

Disseminated Granuloma Annulare:
Case report and review of the literature.
Lucy Ortiz Andrade,* Lorena Quiroz,** Annette Morán,*** Enrique Loayza****

A B S T R A C T

Granuloma annulare (GA) is a benign, chronic dermatosis very frequent in 

childhood and adulthood. It is characterized by annular bordered nodules and 

plaques affecting more trunk and extremities. The causes are unknown, but 

certain potential predisposing factors such as trauma, insect bites, vaccina-

tions, sun exposure and certain drugs are reported to predispose to the deve-

lopment of the disease. In addition, GA is related to certain diseases, mainly 

obesity and dyslipidemias. There are 4 types of GA. A definitive treatment for 

GA is still unknown, since there are multiple undefined therapeutic reports 

due to the lack of scientific evidence. We present the case of a 55-year-old 

patient with papules and annular border plaques on the arm, neck and trunk, 

with a diagnosis of disseminated granuloma annulare.
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I N T R O D U C T I O N

Granuloma annulare (GA) is a common condition, 

which can occur in both childhood and adulthood.1 It 

is characterized by erythematous annular-rimmed pa-

pules or plaques affecting the most distal part of the 

extremities.1,2 They are usually asymptomatic, but in 

certain cases it is accompanied by pruritus.1 Many cases 

remit spontaneously in several months or years. Four 

types have been described.1,3 The cause is unknown, but 

it has been related to potential factors and certain di-

seases such as diabetes mellitus and dyslipidemias.1,2 A 

definitive treatment for this pathology is still unknown, 

since there are several therapeutic options. The fo-

llowing report describes a clinical case of a 55-year-old 

patient with a diagnosis of disseminated GA.

C L I N I C A L  C A S E

55-year-old male patient with PPP of hypertension 

(under treatment with Losartan 100mg) and fatty 

liver, allergic to Ibersartan. He consulted for clinical 

symptoms of 2 months of evolution characterized by 

multiple non-pruritic lesions on upper limbs and 

neck. Physical examination revealed confluent papules 

forming plaques with annular borders accentuated on a 

violaceous erythematous base on the arms, trunk and 

neck (Fig. 1-2). There were no lesions on the hand, feet, 

nails or mucous membranes. With clinical suspicion of 

GA vs lichen planus annulare, a biopsy of the lesion on 

the forearm with a pigmented center was taken and the 

epidermis was normal. The dermis shows perivascular 

and interstitial infiltrate of lymphocytes and histio-

cytes, with the presence of giant cells that phagocytize 

collagen fibers (Fig. 3). Also mucin deposits in the in-

terstitium confirming the diagnosis of AG (Fig. 4). 

D I S C U S S I O N

Granuloma annulare (GA) is a benign, chronic dermatosis, 

very common in childhood and adulthood, characterized 

by the presence of nodules or ring-bordered plaques with 
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a symmetrical distribution. It was first described in 1895 

by Colcott Fox as “ring-shaped eruptions on fingers” in 

an 11-year-old girl. The term granuloma annulare was in-

troduced later in 1902 by Radcliffe and Crocker.4,5,6 Its pre-

valence is unknown, but it is estimated to affect less than 

1% of the population and among GA cases, it occurs more 

in women than in men in a 2.5:1 ratio.1
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Figure 1. Erythematous papules with annular border on the neck Figure 2. A. Papules converging to form a nodular lesion with central de-
pression on the left arm. B. Papular lesions of 1 to 3 mm on the right arm.

Figura 3. A. Normal appearing epidermis. B. Dermis with perivascular and interstitial infiltrate of lymphocytes and histiocytes.

Figura 4. Mucin deposition in the interstitium (yellow arrows).

The causes of this disease are still unknown, but 

certain potential factors such as trauma, insect bites, 

vaccinations, sun exposure and certain drugs (allopu-

rinol, diclofenac, amlodipine) have been reported.1,2,6 

Many studies indicate that GA is associated with 

certain diseases such as diabetes mellitus, hyperlipi-

demia, autoimmune thyroiditis, rheumatoid arthritis, 

lymphoproliferative tumors and celiac disease. It may 

also be associated with certain viruses such as human 

papilloma virus (HPV) and Epstein Barr virus (EBV).4,6,7

It is also unclear whether genetic factors influence 

the susceptibility to the pathology. It is thought that 

GA represents a late hypersensitivity reaction in-

volving inflammatory cells composed of Th1 lympho-

cytes and macrophages.8,7,9

Four types of GA have been described: local, disse-

minated subcutaneous and perforated.1,2 The most 
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common form, localized GA, classically presents as an 

asymptomatic skin-colored or erythematous, annular 

or arciform plaque with a firm rim and central clearing.1 

Perforating GA is a variety in which damaged collagen 

from the dermis is extruded to the skin surface. It is 

seen more in children and is characterized by yellowish 

umbilicated papules discharging a clear or white fluid.1 

Subcutaneous GA presents as painless, single or mul-

tiple, deep dermal or subcutaneous nodules on the 

scalp or extremities.1 Disseminated AG is defined as a 

generalized disease with the presence of more than 10 

lesions composed of skin-colored or erythematous pa-

pules and plaques that vary from millimeters to a few 

centimeters in diameter.4,5 The trunk and extremities 

are prominent sites of involvement in disseminated 

AG, while the head, neck, palms, soles and mucous 

membranes are intact. It may be asymptomatic or ac-

companied by pruritus.1 Characteristic histopathologic 

findings are lymphohistocytic infiltrate, collagen de-

generation, and mucin deposits. These findings often 

present in an interstitial or palisaded pattern.1

A definitive treatment for GA is still unknown, as there 

are multiple undefined therapeutic reports due to lack of 

scientific evidence. Topical high-potency corticosteroids 

or intralesional triamcinolone are the most commonly 

used drugs to treat GA lesions.4,3 Other treatments also 

include calcineurin inhibitors, cryosurgery, laser, photo-

therapy, isotetrinoin, dapsone, hydroxychloroquine, cy-

closporines, etarnecept, infliximab or adalimumab.7,8,2,10

In the multiple clinical case studies that have been des-

cribed on therapeutics, they indicate high potency to-

pical corticosteroids (mometasone furoate, clobetazol 

propionate) as the first line of treatment, followed 

by UVAI, potassium iodide, PUVA, UVB, intralesional 

triamcinolone, isotretinoin and plaquenil.7 In addition, 

the use of imiquimod 5% cream once daily has reported 

good therapeutic results.11 Another alternative is the use 

of topical dapsone (for its antimicrobial and anti-in-

flammatory activity) as a safe therapeutic measure, 

without major adverse effects and accessible, although 

more studies are needed to evaluate its therapeutic 

efficacy.12 Monoclonal antibodies such as adalimumab 

and dupilumab, which are used in refractory cases, 

improve symptomatology and induce remission of le-

sions.10,13 Also reports on the use of UVB as part of the 

treatment of disseminated GA, tend to a mild-moderate 

improvement in lesions.8

C O N C L U S I O N

AG is a benign inflammatory disease of unknown origin 

that remains difficult to treat. Depending on the type 

of variant, the clinical course and prognosis can vary 

widely. There are case reports, retrospective and obser-

vational studies that provide information to understand 

more about the pathogenesis and therapeutics of the 

disease, however, the information is limited. Hope-

fully, over the years, future studies or therapies will be 

established to be able to define a definitive treatment 

for this pathology. In our patient a high potency corti-

costeroid (mometasone) was used for 7 days. A control 

was performed after 3 weeks; the use of tacrolimus and 

topical clobetasol propionate combined with photo-

therapy sessions was indicated, which have not been 

performed since the patient discontinued treatment.
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