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Abstract

Palisaded neutrophilic and granulomatous dermatitis (PNGD) is a rare dermatological condition, which
shows various clinical and histopathological features. A 67-year-old gentleman presented with non healing
ulcer on right elbow joint for 6 months. He was on treatment from last 6 months. The physical examination
was notable with multiple discrete well defined hyperpigmented lesions all over the body with few of them
excoriated, forming ulcers with pus discharge. He also had a non healing ulcer with pus discharge over

right elbow joint.
Keywords: PNGD, ulcer, non healing.

Introduction

Palisaded  neutrophilic and  granulomatous
dermatitis (PNGD) is a rare dermatological
condition, which shows various clinical and
histopathological features.! In 1994, PNGD was
proposed to unify the conditions in which immune
complex molecules, such as IgM and C3, were
present, and a similar distribution pattern of
neutrophils  was seen  upon histologic
examination.” PNGD has been reported to be
associated with a variety of systemic conditions,
such as rheumatoid arthritis (RA) , and systemic
lupus erythematosus (SLE). Moreover, PNGD has
been reported to be associated with
antineutrophilic cytoplasmic antibody (ANCA)-
associated vasculitis, including granulomatosis
with  polyangiitis (GPA) and microscopic
polyangiitis.®*

Case Report

A 67-year-old gentleman, presented with non
healing ulcer on right elbow joint for 6 months.
The patient was on treatment from the last 6
months. He was initially evaluated and managed
in other hospital. In view of progressive
detoriation of clinical status he was referred to us.
He was conscious, oriented, febrile (temperature:
100°F) and tachycardia (heart rate: 106/min) at the
time of presentation.

Physical examination was notable with multiple
discrete well defined hyperpigmented lesions all
over the body with few of them excoriated,
forming ulcers with pus discharge. He also had a
non healing ulcer with pus discharge over right
elbow joint. Baseline blood investigations
revealed anemia (Haemoglobin: 9.30 gm/dl),
significantly elevated ESR (98 mm/hr) and A: G
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reversal (Albumin: 2.4mg/dl, globulin: 4.6 mg/dl,
A: G 0.52).

Blood and tissue samples were sent for culture
and sensitivity testing and he was started on
empirical antibiotics. Bilateral upper limb arterial
and venous doppler did not show any evidence of
thrombosis. Wound debridement was done and
samples were sent for histopathological
examination (HPE).

HPE report shows biopsy tissue covered by
keratinized  stratified squamous  epithelium
revealing marked hyperkeratosis, focal
parakeratosis, partially superficial crust composed
off sheet of neutrophils admix with fibrinous
materials. A focus of surface ulceration with
adjcent acanthotic epidermis. The superficial
dermis revealing infiltration of neutrophils,
hystrocytes and lymphocytes intestinal in dermis
collagen with focally ecstatic vascular channel
and leukocytoclasia. Few scattered neutrophil and
lymphocyte are seen intersstrially in the reticular
dermis. Focal palisaded appearance of histocytes
and stringy mucus are seen. Histological findings
were suggestive of palisaded neutrophilic and
granulomatous dermatitis. No evidence of
malignancy was seen.

——

Figure 1&2 shows multiple discrete well defined
hyperpigmented lesions all over the body with few
of them excoriated, forming ulcers with pus
discharge.

Figure 3 & 4 shows non healing ulcer with pus
discharge over elbow joint and dorsum of hands.

Discussion

PNGD and IGD represent two clinicopathologic
patterns of granulomatous dermatitis. Some
authors use the term “reactive granulomatous
dermatitis” instead of using the previous two
terms.

PNGD is observed most often in patients with
RA, systemic lupus erythematosus, or systemic
vasculitis, particularly  granulomatosis  with
polyangiitis  (Wegener's granulomatosis and
Churg-Strauss syndrome). Other underlying
diseases include systemic sclerosis, Sjogren
syndrome, autoimmune thyroiditis, hepatitis,
inflammatory bowel disease, myelodysplastic
syndrome, Takayasu arteritis, diabetes, and
infections, such as Streptococcus, HIV, Epstein—
Barr virus, and parvovirus.®

The etiopathogenesis of PNGD is unknown. The
initiating insult in PNGD may involve immune
complex deposition around the walls of small
dermal blood vessels as a result of the underlying
disease, which leads to a subacute or chronic
neutrophil-rich small-vessel vasculitis. This in
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turn impairs blood flow to the area; consequently,
there is degeneration of the local collagen. The
degenerated collagen may incite an immune
response, resulting in a palisading
lymphohistiocytic infiltrate. This cascade of
events is likely aggravated or precipitated by
exogenous trauma, which  explains the
predilection of PNGD lesions for the extensor
surfaces.®

PNGD is self-limited disease in 20% of the cases.
Although, in the presented case, PNGD skin
lesions improved after high potency topical
steroid and oral colchicine treatment, we could not
conclude whether improvement was due to the
drugs or spontaneous resolution of the lesions.’
Early lesions of PNGD show a dense neutrophilic
infiltration with or without cutaneous small-vessel
vasculitis  (leukocytoclastic ~ vasculitis), and
collagen degeneration, and lesions are clinically
similar with erythematous macules or urticaria-
like annular plaques with crusting. Fully
developed lesions are characterized by palisaded
granulomas surrounding degenerated collagen
with interstitial fibrin and mucin deposits, sparse
neutrophils, and nuclear dust that can be
visualized through histological examination.
Furthermore, the resolving lesions show palisaded
granulomas with dermal fibrosis and rare
neutrophilic debris.?

Conclusion

PNGD is rare dermatoses of unknown aetiology.
It has been described to be associated with a
number of autoimmune conditions and drugs. It is
very important for clinicians to have knowledge
about this rare skin condition as it may be
heralding presentation of a serious underlying
condition like lymphoproliferative disorders or
solid organ malignancies. There is no specific
treatment and causative disease has to be
diagnosed and targeted. It may resolve
spontaneously with control of primary disease.
The disease course is characterized by periods of
flares and remissions.
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