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Case Report

O’Brien’s Granuloma in a 50-year-old Chinese male
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ABSTRACT
O’Brien’s actinic granuloma is clinically characterized by grouped red papules that may coalesce into annular plaques
on sun damaged skin such as the head and neck, chest, and arms. There is no gender predilection, and patients tend
to be middle-aged or older giving the association with significant actinic damage. We presented a 50-year-old male
with multiple annular lesions on the neck of four years duration, associated with prolonged sun exposure. A biopsy
confirmed the clinical suspicion of O’Brien’s granuloma and excluded other possibilities.
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INTRODUCTION
O’Brien’s granuloma is a rare skin disease that presents
clinically by grouped red papules that may coalesce into
annular plaques on sun damaged skin. The annular
plaques have raised erythematous borders (3-5 mm)and
slightly atrophic center [1].The hypo pigmented central
regions are distributed mainly in sun-exposed areas.
The sites of predilection include the neck, face, chest
and arms. Early on, skin-colored or pink papules may be
identified singly or in small groups before they coalesce
into annular plaques. Individual lesions measure 1-10 cm
in diameter. A single plaque lasts for months to years,
after which spontaneous remission may occur, leaving
mottled dyspigmentation or normal-appearing skin [2].
O’Brien’s granuloma must however, be differentiated
from granuloma annulare which is a distinct entity.
Lesions of granuloma annulare occur most commonly on
the dorsa of the hands and feet. Interestingly, a variant
of granuloma annulare has been described in which the
lesions occur on the sun-exposed areas [3].

CASE REPORT
A 50-year-old male presented with multiple annular
lesions on the neck of four years duration, associated
with prolonged sun exposure.

Since four years ago, the patient started to develop
small erythematous papules on the back of the neck,
which increased in size and healed centrally to form
many annular lesions on the back and the sides of the
neck, at sun exposure area.
Exposure to the sun followed by erythema and mild
itching but no pain.
The patient was otherwise healthy. He had no past
history of skin diseases or medical diseases, no family
history of skin or medical diseases. Drug history was
negative. No application of any topical agents was
found. The patient exposed to the sun several hours
daily for many years.
Physical examination showed pink papules arranged
into annular form with slightly atrophic center. There
were several rings on the back and sides of the neck
ranging between one to five centimeters in diameter.
The surface of the lesions was smooth, shiny and firm
(Figs 1-a, b and c).
A full blood count, ESR, routine biochemistry and
urinalysis were normal. Angiotensin converting enzyme
levels were within normal limits and antinuclear
antibodies were negative. The intradermal tuberculin
test was nonreactive. A chest X-ray did not reveal any
abnormalities.
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Figure 1: The clinical pictures of O’Brien’s granuloma: Fig.1a and 1b:
small erythematous papules on the back of the neck, which increased
in size and healed centrally to form many annular lesions. There were
several rings on the back and side of the neck ranging between one
to five centimeters in diameter on the back and the side of the neck.
Fig.1c: Close up view revealed significant pink papules arranging into
annular form with slightly atrophic center. The surface of the lesions
was smooth, shiny and firm.

Biopsy of a plaque on the neck showed histological
changes consistent with the diagnosis of O’Brien’s
granuloma. In the dermis, there were granulomas
composed of histiocytes and a few multinucleated
giant cells which arranged with no typical
palisading pattern in the periphery as seen in
granuloma annulare. Occasionally mild collagen
degeneration in the center of the granuloma could
be seen (Figs 2-a, b and c). Alcian blue staining
showed no significant mucin deposition in the
center of granuloma (Fig. 3). Decreased and broken
fragments of elastic fibers could be found in the
center of granuloma. However, Elastophagocytosis
was not seen (Fig 4).
Based on the history especially the lesions are associated
with sun light and the special location, a diagnosis of
actinic granuloma was established.
Prior to the study, patient gave written consent to the
examination and biopsy after having been informed
about the procedure.

c
Figure 2: (HE stain)In dermis, there were granulomas composed
of histiocytes and a few multinucleated giant cells, (Fig.2a×100).
The histiocytes and multinucleated giant cells showed no typical
palisading pattern in the periphery of the granuloma. Rarely, mild
collagen degeneration could be found in the center of the granuloma,
(Fig.2b×200; Fig.2c×400).

Figure 3: (Alcian blue staining)showed no mucin deposition in the
center of granuloma.

DISCUSSION
O’Brien granuloma is a rare disorder develop in an area
of solar elastosis [4]. O’Brien used‘actinic’ in the name
of this disorder because he believed that its etiology was
linked to ultraviolet and infrared radiation. This theory
was rejected by Hanke et al [5], whose patients did not
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However, granuloma annulare is characterized by foci
of necrobiotic collagen surrounded by palisades of
histiocytes which are not features of actinic granuloma.
In further contrast with lesions of actinic granuloma,
elastosis and elastoclastic giant cells are absent and
mucin deposition is usually more obvious from
granuloma annulare [12].

Figure 4: (Masson stain): there were a few broken fragments of elastic
fibers in the center of granuloma.

all demonstrate significant solar elastosis histologically
but otherwise fit O’Brien’s clinical and histopathologic
descriptions. These authors coined the descriptive
term annular elastolytic giant cell granuloma in 1979.
Upon review of the literature, both O’Brien and Hanke
realized that the diseases they were describing had
previously been reported under other names, including
atypical necrobiosis lipoidica of the face and scalp [6],
O’Brien’s granuloma is an annular inflammatory
reaction with giant cell dermal infiltrate, which is
characterized clinically by lesions develop in the
exposed skin [7]. They start insidiously as small, pink
papules, which progress slowly to form an annular, firm,
superficial, smooth dermal thickening, the ring may
expand up to 6 cm in diameter with slightly atrophic
center, usually asymptomatic [4].
The pathology shows three distinct zones in the dermis.
In the external ‘normal’ skin, there is actinic elastosis.
In the thickened edges, there is a histiocytic and giant
cell inflammatory reaction in relation to elastotic
fibers, and in the center, within the annulus, little or no
elastic tissue remains [8]. The cellular infiltrate slowly
expands outwards, leaving behind a central area from
which elastic fibers have been removed by ‘elastoclasis’.
The epidermis may be normal or it may show signs of
actinic damage [9-11].
O’Brien’s granuloma must, however, be differentiated
from granuloma annulare which is a distinct entity.
Lesions of granuloma annulare occur most commonly
on the dorsa of the hands and feet. Interestingly, a
variant of granuloma annulare has been described in
which the lesions occur on the sun-exposed areas [2].

Annular elastolytic giant cell granuloma was
characterized clinically by erythematous papules
and plaques which may arise anywhere on the
body, but the diagnosis is usually reserved for
those that occur on areas without severe actinic
damage. They may often be annular in appearance.
Most patients are over 40 years old, and children
are almost never affected. Histologically there are
dermal granulomas with prominent multinucleated
giant cells. Elastophagocytosis is a common feature.
Necrobiosis and mucin deposition are absent, and
there should not be a significant degree of palisading.
As the lesions progress, more elastic fibers are
destroyed eventually leading to a complete absence
of elastic fibers in affected areas. An elastin stain
will highlight the elastic fibers and help identify
elastophagocytosis [1].
O’Brien argued that actinic granuloma to Miescher’s
granuloma of the face, atypical necrobiosis lipoidica
of the face and scalp, and granuloma multiforme
were, in fact, the same, although distinct from
granuloma annulare. He speculated that they resulted
from a common sequence of events in which
primary elastin damage was followed by a giant-cellmediated phagocytic repair process. It is generally
accepted, however, that at least some of the conditions
do represent true variants in the well-recognized
necrobiosis lipoidica-granuloma annulare spectrum
of granulomatous reactions. Specific disease entities
might result from different types of dermal injury, with
some degree of overlap [13].
Granuloma multiforme is a chronic granulomatous
skin condition, characterized clinically by firm
papules aggregated into plaques or forming the
edges of annular lesions mainly occurring in middle
Africa, and histologically by focal areas of necrobiosis,
with loss of elastic tissue, surrounded by histiocytes.
Multinucleated giant cells are usually a prominent
feature. There is a perivascular lymphocytic infiltrate
with variable numbers of plasma cells and eosinophils
[14,15].
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CONCLUSION
We presented a 50-year-old male with O’Brien’s
actinic granuloma, who present clinically as multiple
annular lesions on the neck of four years duration,
associated with prolonged sun exposure. Our patient
was compatible with the aforementioned clinical and
histopathologically features of O’Brien’s granuloma and
excluded other possibilities. This is further supported
by the fact that the condition is more common in sunny
countries and in fair-skinned and actinically damaged
individuals.
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The examination of the patient was conducted
according to the Declaration of Helsinki principles.
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