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Case RepoRt

An unusual presentation of granuloma faciale

Granuloma faciale (GF) is a benign disease that presents as 
solitary or multiple asymptomatic plaques on the face. We report 
a 25-year-old male patient with asymptomatic papular, pustular, 
and nodular lesions on both cheeks. Diagnosis of GF was made 
based on the histopathological findings. He was treated with 
cryotherapy and intralesional triamcinolone injections every month. 
After 3 months, the lesions became paler and less indurated.
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INTRODUCTION

Granuloma faciale (GF) is a benign chronic 
inflammatory disorder that mostly appears in 
middle-aged patients 1-4.

GF presents as solitary or multiple asymptomatic 
reddish-brown plaques on the face extending to 
several centimeters 1,5. Although the exact etiology 
is unknown, local forms of cutaneous vasculitis and 
neutrophilic inflammation have been considered 2,3. 

Actinic damage is a triggering factor 2 that affects 
the nose, preauricular area, cheeks, forehead, and 
ear as its predisposed area 5.

Variable therapeutic options including surgical 
and medical options have been described with no 
proper and satisfactory results 4,6.

CASE PRESENTATION
The patient was a 25-year-old man without 
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remarkable medical history who referred to our 
clinic with asymptomatic lesions on both cheeks. The 
acneiform papular and reddish-brown indurated 
nodular lesions were 5 cm × 5 cm in size, with a 
smooth surface (Figure 1). These lesions had been 
presented for 1 year with gradual enlarging and no 
significant color change. The lesions were slightly 
elevated and slowly progressive did not respond 
to doxycycline and isotretinoin for six months. 
No underlying associated disease was detected. 
Laboratory investigations were unremarkable and 
normal. Leishman body test was negative. A punch 
biopsy from the cheek showed a dense papillary 
and reticular dermal inflammatory infiltrate of 
mononuclear cells with neutrophils, plasma cells, 
lymphocytes, and numerous eosinophils. A narrow 
Grenz zone was observed beneath the epidermis. 
The epidermis was normal (Figures 2 and 3).

Diagnosis  of  GF was made based on the 
histopathological findings. He was treated with 
cryotherapy and intralesional triamcinolone every 
month. After 3 months, the lesions became paler 
and less indurated (Figures 4 and 5).

Figure 1. The acneiform papular and reddish-brown indurated 
nodular lesions were 5 × 5 cm in size, with a smooth surface.

Figure 3. Dense papillary and reticular dermal inflammatory 
infiltrate of mononuclear cells with lymphocytes and numerous 
eosinophils (H&E ×100)

Figure 2. Normal epidermis and narrow Grenz zone beneath the 
epidermis was seen. (H&E ×40) Figures 4 and 5. Improvement after combination therapy
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DISCUSSION

GF is characterized by cutaneous violaceous 
p laques  wi th  fo l l i cu lar  accentuat ion  and 
telangiectasia 4,5. Although the etiology of GF is 
unknown 4,5, it almost always occurs over the sun 
exposed areas of the body 2,4,7.

About 92% of patients with GF have only facial 
involvement 8. The sites of predilection are the 
sides of the nose (30%) 1. Extra facial lesions, if 
present, usually appear months to years after the 
onset of facial lesions 8. Occasionally, extra-facial 
involvement (e.g., trunk and extremities) has been 
reported in this uncommon benign inflammatory 
disorder 1,7.

GF is more common in white middle-aged 
men 1,4,5. Lesions are typically asymptomatic, 
but pruritus, burning, and tenderness have been 
reported, rarely 1,4. Predisposing factors include 
actinic exposure,  radiation, and trauma 4,8. 
Clinical features and histopathology establish the 
diagnosis 7.

The differential diagnosis includes discoid lupus 
erythematosus, sarcoidosis, Jessner’s lymphocytic 
infiltrate 5,7,  mycosis fungoides, fixed-drug 
eruption 7, and Erythema Elevatum Diutinum 1.

The typical histopathological examinations consist 
of dense infiltration with numerous eosinophils in 
combination with lymphocytes, histiocytes, and 
neutrophils 2,5. Chronic small-vessel vasculitis is 
found in the mid-dermis with a Grenz zone in the 
sub-epidermis 2,4,5. Extravasated RBC with deposits 
of hemosiderin can be found 2,5 but no granuloma 
formation has been reported 2.

Variable therapeutic options have been tried 
for GF with an unsatisfying result. Topical and 
intralesional corticosteroids are the most commonly 
used treatments 5. GF is frequently resistant to 
treatments and there is no standard therapy for 
this dermatosis 6. Topical tacrolimus 1-6, topical 
and intralesional corticosteroids 1,5, dapsone, 

cryosurgery 1,9, surgical excision 4,6,9, pulsed dye 
laser (PDL) 10 argon laser, and carbon dioxide 
laser 1 are also other methods described in the 
literature. In our case, significant improvement was 
achieved with combination therapy of cryosurgery 
and intralesional corticosteroids, as described in 
the literature. It is of note that GF could present 
with unusual appearances such as bilateral plaques, 
pustules, and nodules with large size.
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