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Annular Erythematous Plaques  
With Central Hypopigmentation on 
Sun-Exposed Skin
Emma K. Vaught, BS; Fernando de Castro, MD; Ryan Fischer, MD

A 67-year-old White woman presented to our dermatology
clinic with pruritic annular erythematous plaques with cen-
tral hypopigmentation on the forearms, dorsal aspect of the
hands, neck, and fingers of 3 to 4 months’ duration. The
patient rated the severity of pruritus an 8 on a 10-point scale.
A review of symptoms was positive for fatigue, joint pain, and
headache. The patient had a history of type 2 diabetes mel-
litus, osteoarthritis, thyroid disease, and stage 3 renal failure. A
punch biopsy from the left forearm was performed.

WHAT’S YOUR DIAGNOSIS? 
a. annular elastolytic granuloma
b. annular lichen planus
c. erythema annulare centrifugum
d. necrobiosis lipoidica
e. tinea corporis
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THE DIAGNOSIS:

Annular Elastolytic Granuloma 

A biopsy showed a markedly elastotic dermis con-
sisting of a palisading granulomatous inflam-
matory infiltrate and numerous multinucleated 

histiocytes (Figure). These histopathologic findings along 
with the clinical presentation confirmed a diagnosis of 
annular elastolytic granuloma (AEG). Treatment consist-
ing of 3 months of oral minocycline, 2 months of oral 
doxycycline, and clobetasol ointment all failed. At that 
point, oral hydroxychloroquine was recommended. Our 
patient was lost to follow-up by dermatology, then sub-
sequently was placed on hydroxychloroquine by rheu-
matology to treat both the osteoarthritis and AEG. A 
follow-up appointment with dermatology was planned 
for 3 months to monitor hydroxychloroquine treatment 
and monitor treatment progress; however, she did not 
follow-up or seek further treatment. 

Annular elastolytic granuloma clinically is similar to 
granuloma annulare (GA), with both presenting as annu-
lar plaques surrounded by an elevated border.1 Although 
AEG clinically is distinct with hypopigmented atrophied 
plaque centers,2 a biopsy is required to confirm the lack 
of elastic tissue in zones of atrophy and the presence of 
multinucleated histiocytes.1,3 Lesions most commonly 
are seen clinically on sun-exposed areas in middle-aged 
White women; however, they rarely have been seen on 
frequently covered skin.4 Our case illustrates the strik-
ing photodistribution of AEG, especially on the posterior 
neck area. The clinical diagnoses of AEG, annular elasto-
lytic giant cell granuloma, and GA in sun-exposed areas 
are synonymous and can be used interchangeably.5,6 

Pathologies considered in the diagnosis of AEG 
include but are not limited to tinea corporis, annu-
lar lichen planus, erythema annulare centrifugum, and 
necrobiosis lipoidica. Scaling typically is absent in AEG, 
while tinea corporis presents with hyphae within the 
stratum corneum of the plaques.7 Papules along the 
periphery of annular lesions are more typical of annular 
lichen planus than AEG, and they tend to have a more 
purple hue.8 Erythema annulare centrifugum has annular 
erythematous plaques similar to those found in AEG but 
differs with scaling on the inner margins of these plaques. 
Histopathology presenting with a lymphocytic infiltrate 
surrounding vasculature and no indication of elastolytic 
degradation would further indicate a diagnosis of ery-
thema annulare centrifugum.9 Histopathology showing 
necrobiosis, lipid depositions, and vascular wall thicken-
ings is indicative of necrobiosis lipoidica.10

Similar to GA,11 the cause of AEG is idiopathic.2 
Annular elastolytic granuloma and GA differ in the fact 
that elastin degradation is characteristic of AEG com-
pared to collagen degradation in GA. It is suspected 

that elastin degradation in AEG patients is caused by 
an immune response triggering phagocytosis of elastin 
by multinucleated histiocytes.2 Actinic damage also is 
considered a possible cause of elastin fiber degradation 
in AEG.12 Granuloma annulare can be ruled out and the 
diagnosis of AEG confirmed with the absence of elastin 
fibers and mucin on pathology.13 

Although there is no established first-line treat-
ment of AEG, successful treatment has been achieved 
with antimalarial drugs paired with topical steroids.14 
Treatment recommendations for AEG include minocy-
cline, chloroquine, hydroxychloroquine, tranilast, and oral 
retinoids, as well as oral and topical steroids. In clinical 
cases where AEG occurs in the setting of a chronic dis-
ease such as diabetes mellitus, vascular occlusion, arthri-
tis, or hypertension, treatment of underlying disease has 
been shown to resolve AEG symptoms.14

Although light therapy is not common for AEG, UV 
light radiation has demonstrated success in treating 
AEG.15,16 One study showed complete clearance of granu-
lomatous papules after narrowband UVB treatment.15 
Another study showed that 2 patients treated with pso-
ralen plus UVA therapy reached complete clearance of 
AEG lasting at least 3 months after treatment.16 
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