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Interstitial Granulomatous Dermatitis Associated with

Rheumatoid Arthritis

Yoon Seob Kim, Ji Hyun Lee, Jun Young Lee, Young Min Park

Department of Dermatology, Seoul St. Mary's Hospital, College of Medicine, The Catholic University of Korea, Seoul, Korea

Dear Editor:

Interstitial granulomatous dermatitis (IGD) is a rare and pe-
culiar disorder with cutaneous and joint manifestations'.
IGD may be associated with rheumatologic and hemato-
logic disorders of underlying malignancies™. Herein, we
report a case of IGD associated with rheumatoid arthritis
(RA).

A 59-year-old Korean woman presented with multiple er-
ythematous plaques on both extremities for 10 days (Fig.
1A). Upon physical examination, the plaques were linear
shaped, non-tender, and palpable. She had been diag-
nosed with RA 17 vyears earlier. She had taken pre-
dnisolone, nonsteroidal anti-inflammatory drugs, and me-
thotrexate to treat RA for 7 years. One month earlier, her
arthritis symptoms had stabilized and the rheumatologist
withdrew methotrexate. Laboratory test findings were
non-specific except for an elevated C-reactive protein
(CRP) level (7.12 mg/dl; normal range, 0.01~0.47 mg/dl)
and erythrocyte sedimentation rate (ESR) (81 mm/h; nor-
mal range, 0~15 mm/h). Histopathologic findings in-
dicated perivascular and interstitial lymphohistiocytic in-

filtration through the dermis and chronic granulomatous
inflammation with collagen degeneration in the upper
dermis. Immunohistochemically, most of the infiltrating
inflammatory cells were CD 68-positive. Alcian blue stain-
ing revealed no mucin deposition in the areas of gran-
ulomatous inflammation (Fig. 2). Based on clinical and
histological findings, she was diagnosed with IGD. A
7.5-mg methotrexate dose was given weekly and the daily
prednisolone dose was increased from 5 mg to 15 mg. A
topical 0.1% tacrolimus ointment and methylprednisolone
cream were also applied daily for 2 months. The lesions
were nearly cleared and ESR and CRP were found to be
within normal limits after 2-month follow-up (Fig. 1B).

The most common clinical findings of IGD are asympto-
matic multiple papules and plaques (70% ~90% of cas-
es)’. The “rope sign” was named for the linear prominent
cutaneous cord-like lesions, considered pathognomic for
IGD'. However, these lesions are not an essential feature,
and are reported in only 9% of cases®. The histopathologic
findings show interstitial CD 68-positive histiocyte infiltra-
tion around focally degenerated collagen®*. Epidermal
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Fig. 1. (A) Multiple, erythematous,
palpable, and linear shaped plaques
on both extremities. (B) Nearly
clearing of lesions after a 2-month
follow-up.
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Fig. 2. (A) A perivascular and interstitial lymphohistiocyte infiltration in the entire dermis (H&E, x40) and (B, C) concomitant collagen
degeneration and granulomatous inflammation in the upper dermis (H&E; B: x 100, C: x400). (D) Most of infiltrated inflammatory
cells were CD 68-positive (CD 68, x100). (E) No significant mucin deposition in the area of granulomatous inflammation (Alcian
blue pH 2.5, x100).
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changes, mucin deposition, neutrophil and/or eosinophil
infiltration, and vasculitis are usually absent’. Differential
diagnoses include interstitial granuloma annulare (IGA),
interstitial granulomatous drug reaction (IGDR), and
palisaded neutrophilic and granulomatous dermatitis
(PNGD)"**. In IGA, prominent mucin deposition and only
focal interstitial infiltration could be found. Recent change
of medication is present in IGDR, and IGDR presents with
basal cell vacuolization and lichenoid changes with eosi-
nophils®. Leukocytoclastic vasculitis and pandermal in-
filtration of neutrophil frequently present in early lesion of
PNGD, and palisading granulomatous inflammation is the
typical feature of fully developed one'.

The pathogenesis of IGD may be associated with immune
complex deposition caused by immune reactants of sys-
temic inflammatory diseases’. Interestingly, IGD lesions in
our case began to occur in association with the flare-up of
RA after methotrexate withdrawal, although the causal re-
lationship remains unknown. From our case we suggest
that IGD should be considered among the differential di-
agnoses for patients with rheumatologic disease and
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cord-like skin lesions.
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