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Abstract

Observation: Annular elastolytic giant cell granuloma (AEGCG), a rare granulomatous dermatosis,
clinically presents as annular plaques with slightly elevated margins, and atrophic centers and
histologically characterized by phagocytosis of elastic fibers by multinucleated giant cells. The
pathogenesis of AEGCG has not been identified enough yet. It has been postulated that AEGCG is
associated with systemic disorders such as diabetes mellitus. AEGCG is primarily observed in sun-
exposed areas of middle-aged women. However, some cases of AEGCG involving the regions not
exposed to sun have been described. Here we report a case of a 53-year-old male patient with
diabetes mellitus (DM) diagnosed as AEGCG clinically and histopathologically that has also lesions
on uncovered areas as well as sun exposed areas and review the literature about this distinct entity.

Introduction 

Annular elastolytic giant cell granuloma
(AEGCG) is a rare granulomatous skin di-
sease, which is characterized histologically by
an absence of elastic fibres, due to elastopha-
gocytosis by multinucleated giant cells in the
dermis [1]. Lesions of AEGCG are mostly
found in middle-aged white women, usually
located on sun exposed areas and rarely on
covered areas. The pathogenesis of AEGCG
can not be illuminated yet but there have
been reports of AEGCG associated with syste-
mic disorders [2, 3]. Here we report a case of
a 53-year-old male patient with diabetes mel-
litus (DM) diagnosed as AEGCG clinically and
histopathologically that has also lesions on
uncovered areas as well as sun exposed areas

and review the literature about this distinct
entity.

Case Report 

A 54-year-old man presented with a 3-year history
of asymptomatic and diffuse skin lesions consis-
ting of annular red plaques located on the nape,
upper limbs, hands and the trunk. The patient
declared that these lesions first appeared on his
hands and gradually spreaded to the other parts
of the body. He pointed out that he could not be-
nefit from the topical treatments enough which
were recommended in several medical centers. He
was a hod carrier and he remarked that he did not
work without his clothes in terms of sun exposure.
The man’s personal history included type 2 diabe-
tes mellitus for four years. According to the pati-
ent, the control of diabetes did not change the
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progression of the skin lesions.  His family history
was unremarkable by means of any systemic or
dermatological diseases. The patient was comple-
tely asymptomatic. Dermatological examination
revealed asymmetric erythematous papules and
atrophic plaques with slightly elevated border and
annular configuration on the nape of the neck,
trunk, arms, and forearms (Figures 1 and 2).  

Histological examination revealed dermal infiltrate
of multinucleated giant cells and macrophages,
some of which contained fragments of actinically
damaged elastic tissue (elastophagocytosis), and
loss of elastic fibers in the center of the lesion.
There was absence of necrobiosis and mucin (Fi-
gure 3). Since the patient stated that topical tre-
atments previously used were unsatisfactory, a
treatment model of hydroxychloroquine 400 mg/d
has been started and the patient is still in our fol-
low-up.

Discussion 
AEGCG is a rare granulomatous skin disease
described by Hanke et al. in 1979 as a sepa-
rate disease entity [4]. The pathogenesis of
AEGCG is still unknown. It is suggested that
ultraviolet radiation, heat or other unknown
factors might change the antigenicity of elastic
fibres which may activate a cellular immune
reaction directed to them. This theory is sup-
ported by immunohistochemical findings of an
increased CD4/CD8 T-cell ratio [5]. It has
been also proposed that diabetes mellitus
could be implicated in the etiology by produ-
cing structural damage of the elastic tissue [6].
A recent Japanese report demonstrated the
possible role of DM in the structural damage
of the elastic fibers [7]. Only a few cases of
AEGCG associated with DM have been repor-
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Figure 2. Annular erythematous papules and atrophic
plaques with elevated border and on the arm

Figure 3. Dermal infiltrate of perivascular lymphocyte
and plasmocyte infiltration and multinucleated giant

cells and macrophages, some of which contained frag-
ments of damaged elastic tissue and absence of elastic

fibres in the dermal centre of the lesion (H&E, x 25)
Figure 4. Thinning, fragmentation and absence  of

elastic fibres (elasti van Gieson, X 25)

Figure 1. Annular erythematous lesions on the nape
of the neck



ted in the English literature [3, 8]. The patient
presented here also had a diagnosis of DM for
four years.  The lesions of AEGCG have been
developed 1 year later. Further studies are
needed to clarify the relationship between
AEGCG and DM.

AEGCG is usually described in sun-exposed
areas, such as face and neck and is rarely des-
cribed on covered areas on the trunk, on the
back and on the extremities. Lesions are either
solitary or grouped in annular patches with
elevated borders and central atrophy as seen
in our patient [2, 9]. In the presented case
here there were also lesions on the covered
areas such as upper limbs and trunk in addi-
tion to sun-exposed areas. Therefore our case
was distinct from the classical reported cases.
Similar to our case Campos-Muñoz et al. pre-
sented a case of AEGCG in a male patient with
atypical clinical manifestation on the non-sun
exposed skin [10]. Oliveira et al. reported a
case of generalized erythematous annular le-
sions in the upper limbs and trunk, showing
an unusual location of the lesions [11]. Ba-
buna et al. also reported recently a case of
AEGCG in 55-year-old fair-skinned Turkish
woman localized both on the sun-exposed and
covered areas [12]. The unusual localization
of the lesions on covered areas with no history
of sun exposure proposes the idea that photo-
sensitivity may not be the only factor in the
etiopathogenesis of AEGCG.

Diagnosis is based on histopathological fin-
dings of a granulomatous reaction with elas-
tolysis and phagocytosis of elastic fibers by
multinucleated giant cells and the absence of
elastic fibers in the center of the granuloma.
Elastophagocytosis is a non-specific phenome-
non that can also be found in cases of genera-
lized granuloma annulare. However, in AEGG
there is a distinct zone of elastophagocytosis,
and the quantity and distribution of giant cells
differ from those observed in GA. In addition,
in AEGG there is no necrobiosis of collagen or
mucin deposition and elastosis is absent in
some cases [1, 4]. The histopathological fin-
dings of our case were consistent with the di-
agnostic features of AEGCG. The other
diseases in differential diagnosis include sar-
coidosis, annular lichen planus, lichenoid
photosensitivity reactions, subacute cuta-
neous lupus erythematosus, and inflamma-
tory mid dermal elastolysis [1, 12]. The
relationship between GA and AEGG is the

subject of controversy. Some authors believe
that AEGG is a type of GA preferentially loca-
ted on sun exposed skin, while others believe
it to be an entity in its own right. A hybrid pat-
tern has been described in 5 cases indicating
an aetiopathogenic overlap with the possible
influence of systemic diseases such as DM
[12, 13, 14].

The disease follows a chronic course, but there
have been reports of spontaneous remission.
The existence of various treatments for
AEGCG unfortunately does not guarantee sa-
tisfactory results [12, 14]. Our case illustrates
the nonresponsiveness to corticosteroids and
other topical agents and we have started tre-
atment with hydroxychloroquine in a daily
dose of 400 mg because of the good response
in previously reported cases.
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