PHoTto Quiz

What Is Your Diagnosis?

A 32-year-old man presented with a 6-month history of lesions on his face.
Clinically, facial papules were observed. Papules initially appeared on his
left lower eyelid and progressed over 3 weeks to involve the upper and
lower eyelids, eyebrows, and right cheek. The lesions had been unrespon-
sive to tetracycline hydrochloride therapy (1000 mg daily for 16 days) and
intralesional corticosteroid injections and progressed despite repeated
electrodesiccation and cryosurgical destruction. The patient’s medical his-
tory was noncontributory. Except for the facial lesions, the findings of his
physical examination were unremarkable. Three-millimeter punch biopsies
were performed on his left lateral upper eyelid and right eyebrow.
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The Diagnosis: Granulomatous Rosacea
(Lupus Miliaris Disseminatus Faciei, Ache Agminata)

ith clinicopathologic correlation, granulo-

matous rosacea was diagnosed in our patient

with facial papules (Figure 1). Histopatho-
logic examination of the skin biopsy specimens
showed caseation necrosis with palisading granulo-
mas (Figures 2 and 3). A lymphocytic infiltrate also
was present. A prior biopsy conducted at another
facility was interpreted as a necrotizing granuloma
with inflammation. Results of laboratory tests for
angiotensin-converting enzyme, complete blood cell
count, complement levels, erythrocyte sedimenta-
tion rate, thyrotropin, and thyroxine were within
the reference ranges, and a chemistry panel, rapid
plasma reagin test, and urinalysis did not reveal
any abnormalities. Chest radiography, electrocardi-
ography, serum immunoelectrophoresis, and serum
protein electrophoresis were normal. A purified
protein derivative (tuberculin) test was negative
for tuberculosis.

The differential diagnosis for discrete eyelid pap-
ules with caseation necrosis and palisading necrosis
includes tuberculosis, sarcoidosis, and granuloma-
tous rosacea (lupus miliaris disseminatus faciei, acne
agminata). In our patient, tuberculosis was unlikely
because tuberculous organisms were not cultured,
and sarcoidosis was less likely because of the
observed caseation.

Various terms have been used to describe this
clinicopathologic entity. In 1878, Fox! described
granulomatous rosacea using the nomenclature
disseminated follicular lupus, and in 1903, the term
acne agminata was used by Radcliffe-Crocker? in
describing a papular eruption on the face that was
morphologically distinct from acne vulgaris. Granu-
lomatous rosacea, a subtype of rosacea, is a more
recently applied term. In a study of 53 patients

with granulomatous rosacea, epithelioid granulo-
mas were observed in 11% of patients (6/53), and
epithelioid granulomas with caseation necrosis were
observed in 11% of patients (6/53).> Clinically,
acne agminata presents as discrete brown papules
that are 1 to 3 mm in diameter, often with yellow-
ish centers. The papules are symmetrically distrib-
uted in the centrofacial regions, particularly around
the eyebrows.

Granulomatous rosacea mainly occurs in adults,
though adolescent* and elderly’ patients with the
condition also have been reported. Granulomatous
rosacea has been reported to involve most areas
of the face, including the upper and lower eyelids,
eyebrows, upper cheeks, upper lip, and chin. Lesions
usually consist of multiple red-brown to yellow pap-
ules symmetrically scattered over the face.®?

On diascopy, the papules may resemble apple
jelly nodules. The lesions persist for months or years
and then spontaneously involute and scar. The
histopathology of granulomatous rosacea typically
shows dermal granulomatous inflammation char-
acterized by a central necrotic zone surrounded by
epithelioid cells, lymphocytes, and multinucleate
giant cells.

The cause of granulomatous rosacea is unknown.
Because of the granulomatous features, the papules
were originally considered to be tuberculid, but it is
now generally accepted that tuberculosis has no role
in granulomatous rosacea. Other proposed causes
include a foreign body reaction to disintegrating
pilosebaceous units, follicular cysts, or Demodex
folliculorum mites'® or a hypersensitivity reaction to
zirconium.!' It is now accepted that granulomatous
rosacea is in the spectrum of rosacea or sarcoidosis.!?
It also is possible that this entity is distinct from

Figure 1. Papules on
the face.
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Figure 2. Punch biopsy specimen from the left lateral
upper eyelid (H&E, original magnification X10).

Figure 3. Punch biopsy specimen from the right eye-
brow (H&E, original magnification X20).

rosacea or sarcoidosis, as it does not have the telan-
giectases, erythema, and fluctuating intensity usually
seen in acne rosacea. The distribution consistently
includes the eyelids and upper lip, and the term acne
agminata is more appropriate.

Tetracyclines,” dapsone,® clofazimine,” and sys-
temic corticosteroids’ are effective treatments for
some patients. In 2005, a 1450-nm diode laser was
used to treat granulomatous rosacea lesions, which
resolved after 3 treatments.® The natural course
of granulomatous rosacea includes distribution of
lesions on the eyelids and upper lip and chronic
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disease that may persist for months or years. Lesions
eventually resolve with scarring.”®
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