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Granuloma faciale (GF) is a rather uncommon form
of chronic vasculitis that infrequently involves
extrafacial sites. Treatment of this disease is
extremely challenging. We report a case of GF with
extrafacial lesions and a unique response to treat-
ment. The diseases that are clinical and histologic
mimics of this disorder, as well as a review of var-
ious treatment modalities, are discussed.

Granuloma faciale (GF) is a benign disorder that
typically manifests as asymptomatic plaques
on the face. The lesions are persistent and no-

toriously recurrent or resistant to many physical and
medical treatment modalities. Although several cases
of GF have been reported, extrafacial lesions are un-
usual. In the previously reported cases, the face was
always involved with extrafacial lesions located on
the trunk, limbs, and scalp. We present the case of a
57-year-old man with a long history of facial and
extrafacial lesions. His course was notable for the par-
tial response of a nasal bridge lesion with relief of
lymphatic stasis caused by heavy eyeglass frames. To
our knowledge, this is the first reported case mani-
festing as a facial lesion that improved as a result of
treatment following the associated lymphedema.

Case Report
A 57-year-old white male was referred to the derma-
tology clinic for evaluation of essentially asymp-
tomatic lesions on his face, chest, and back that had
persisted for 40 years. Some lesions had spontane-

ously resolved in the past, leaving flat pale scars.
Examination revealed several reddish-brown,
smooth, well-demarcated edematous 1- to 3-cm
plaques with arcuate borders and enlargement of fol-
licular orifices distributed on the nose (Figure 1),
anterior chest, and upper back (Figure 2). There was
a 0.2-cm violaceous rim around the larger lesions.
An incidental physical finding was lymphedema of
the nose marked by a transverse, approximately 
0.3-cm deep depression in the soft tissue of the prox-
imal nasal bridge corresponding to the area where
the patient’s eyeglasses rested. He also had a history
of a broken nose.

Histologic examination was performed at the
time of presentation on two 4-mm punch biopsy
specimens from the shoulder and back (Figure 3).
Two biopsies from the back and forearm were per-
formed at an outside facility 11 years prior. All biop-
sies revealed similar histologic findings, suggesting a
neutrophilic vascular reaction. Beneath a normal to
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Figure 1. Classic facial lesion of granuloma faciale.



focally hyperplastic epidermis and grenz zone, a
nodular and diffuse dermal infiltrate of neutrophils,
eosinophils, and plasma cells was noted. Endothe-
lial swelling and occasional neutrophils were noted
in vessel walls without thrombus formation. One
specimen revealed focal dermal fibrosis. Special
stains for microorganisms (Brown- Brenn, Gomori’s
methenamine-silver, and Ziehl-Neelsen) were
negative. Serum protein electrophoresis findings
were within normal limits. The clinical and histo-
logic findings were consistent with GF with
extrafacial involvement.

Therapy was initiated with dapsone 50 mg by
mouth daily for one month, and the dose was subse-
quently increased to 100 mg daily. Little improve-
ment or change in any of the lesions was noted after
3 months of therapy. The patient also was referred for
fitting of a lighter pair of eyeglass frames with plastic
lenses. At follow-up one month later, there was
notable improvement of the lymphedema of the nose,
as evidenced by a much less pronounced depression
on the nasal dorsum beneath the new eyeglass frames.
Additionally, a previously prominent lesion on the
right aspect of the nasal dorsum was noticeably flat-
ter and less erythematous (Figure 4).

Comment
GF is a persistent eruption of unknown etiology that
predominately affects the face. Extrafacial involve-
ment is uncommon, with 9 prior cases reported,1,2,3

two of which exhibited a disseminated pattern.
Extrafacial lesions are usually found on the trunk and
proximal extremities. GF was reported by Wigley4 in

1945 and was, at the time, grouped with other
eosinophilic granulomas, such as those of the bone.
Lever and Leeper5 attempted to categorize
eosinophilic granulomas and recognized a distinct
variant on the face, characterized by “torpid, asymp-
tomatic, purplish patches.” Cobane et al6 reported an
additional case and were the first to suggest the name
granuloma faciale. Several reviews document a pre-
dominance in white males, with middle-aged patients
most commonly affected.7-9 

Several disorders mimic GF with extrafacial
involvement clinically and should be considered in
the differential diagnosis: Jessner’s lymphocytic infil-
trate, sarcoidosis, fixed drug eruption, erythema ele-
vatum diutinum (EED), bite reactions, granuloma
annulare, syphilis, leprosy, lupus erythematosus, and
mycosis fungoides. Because the differential can be
extensive and the treatments varied, it is important
to perform a biopsy for histologic confirmation. The
main focus of the histologic differential is EED. GF
and EED are similar in their classification as leuko-
cytoclastic vasculitis, which may eventually result
in a storiform or concentric fibrotic pattern.10 How-
ever, GF is characterized by abundant eosinophils
and plasma cells, sparing the papillary and adventi-
tial dermis (grenz zone); whereas in EED, neu-
trophils predominate.10,11

A variety of medical and destructive therapeutic
modalities have been used in the treatment of this dis-
ease, but the hallmark of GF is the tendency for lesions
to persist or to recur after such therapy. Traditional
treatments include cryotherapy, dapsone,12-14 and
intralesional and/or topical corticosteroids; however,
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Figure 3. Punch biopsy from back revealing
eosinophils, neutrophils, and plasma cells sparing the
papillary dermis (grenz zone)(H&E, original magnifica-
tion �250).

Figure 2. Reddish-brown, well-demarcated plaques on
upper back.



alternative treatments such as clofazimine,15 dermabra-
sion, excision, localized radiation, and psoralens with
ultraviolet light also have been reported.7,16 The main
histologic differential diagnostic consideration for this
patient included EED, but the distribution of his lesions
and his failure to dramatically improve after institution
of dapsone therapy helped to exclude this possibility.
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Figure 4. Posttreatment nasal lesion nearly resolved,
with residual telangiectasias.


