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Granuloma faciale with extra-
facial involvement

Sir,
Granuloma faciale (GF) is an uncommon benign 
chronic skin disease of unknown origin characterized 
by single or multiple cutaneous nodules, usually 
occurring over the face. It was suggested that actinic 
damage plays a role in causing granuloma faciale.[1-3]  

Occasionally, extra-facial involvement is noted, most 
often on sun-exposed areas.[3] Lever and Leeper first 
recognized GF as a distinct entity in 1950.[4] Pinkus' 
group suggested the name granuloma faciale the same 
year.[5] The disease mimics many other dermatoses and 
can be confused with conditions such as sarcoidosis, 
discoid lupus erythematosus, mycosis fungoides and 
fixed-drug eruption. The diagnosis may be established 
by combination of clinical features and skin biopsy 
results.

A 30-year-old female patient presented to the 

dermatology OPD with chief complaints of 
asymptomatic erythematous plaque over right cheek 
of 4 years’ duration [Figure 1]. Another well-defined 
erythematous plaque with similar morphological 
features was noticed subsequently after 2 years 
[Figure 2]. Lesions were slowly progressive and 
never ulcerated. On examination, soft, elevated, well-
circumscribed plaques with serpiginous borders 
studded with papules and nodules ranging in size 
from 1/2 to 1 cm which were firm in consistency were 
observed over right cheek and infra-umbilical region. 
Plaque over cheek, which was dull red to brown in 
color, turned bright red on exposure to sun light. 

Results of routine investigations and screening 
for collagen vascular diseases were within normal 
limits. On skin biopsy, both plaques showed mild 
acanthosis of epidermis. In the dermis, a clear 
Grenz zone was observed beneath the epidermis. 
In the papillary and mid dermis, diffuse, dense, 
polymorphous, inflammatory infiltrate comprising 
of neutrophils, lymphocytes and eosinophils was 
seen along with perivascular polymorphous infiltrate 
with extravasation of RBC, indicative of vasculitis, 
consistent with the diagnosis of GF [Figures 3 and 4]. 
The biopsy from the infra-umbilical plaque revealed 
fibrin deposition in the vessel wall [Figure 5], in 
addition to the above histopathological features. 

GF is an uncommon benign condition seen in adult 
males and females, with male preponderance.[3] 
Lesions can be solitary or multiple, disseminated, 
and occur on sun-exposed areas, most often on 
the face. Sites of predilection include the nose, 
periauricular area, cheeks, forehead, eyelids and ears. 
It was suggested that actinic damage plays a role in 
causing GF. However, GF is also reported to occur 
on extra-facial areas of the body, such as trunk and 
extremities.[6] In our patient, multiple nodules were 
seen, which coalesced to form plaques over the right 
cheek and infra-umbilical region, the former being a 
sun-exposed area while the latter being over a covered 
area of the body.[7-9] However, a mucosal variant has 
been described as eosinophilic angiocentric fibrosis 
typically involving the upper respiratory tract.[10] 

Granuloma faciale is usually symptomless. Some 
patients may complain of tender itching or stinging 
lesions.[3] The skin is the primary organ system that 
is affected. The diagnosis of GF can be established by 
skin biopsy. The term granuloma in GF is a misnomer 
as granulomas are never present histologically. Diffuse 
dermal infiltration with neutrophils, lymphocytes and 
eosinophils with sub-epidermal narrow Grenz zone 
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GF has to be differentiated from other conditions 
that have similar clinical appearance and/ or are 
characterized by vasculitis.[11] The clinical conditions 
to be differentiated include sarcoidosis, cutaneous 
lupus erythematosus, polymorphous light eruption, 
Jessner lymphocytic infiltration, lymphocytoma 
cutis, mycosis fungoides, insect bite reaction and 
fixed-drug eruption. Though erythema elevatum 
diutinum is a chronic form of vasculitis, Grenz zone is 
characteristically not seen.[1,2]

Granuloma faciale is a chronic condition with 
exacerbations and remissions and resistant to various 
modalities of treatment. Various medical and surgical 
therapies have been used, but none have been 
consistently successful.[3,12] Granuloma faciale also 
has the tendency to recur after treatment. Our patient 
is being treated with intra-lesional triamcinolone and 
oral hydroxy chloroquin.[13] Good improvement with 

Figure 3: Biopsy from right cheek revealing mild acanthotic 
epidermis separated by Grenz zone from the dense polymorphous 
infiltrate surrounding the blood vessels (H and E, ×100)

Figure 5: Biopsy from infra-umbilical plaque revealing mild 
acanthotic epidermis separated by Grenz zone. Papillary dermis 
and mid dermis reveal polymorphous infiltrate (H and E, ×400)

Figure 2: Granuloma faciale-infra-umbilical region

Figure 4: Biopsy from right cheek revealing perivascular, 
polymorphous, inflammatory infiltrate (H and E, ×100)

Figure 1: Granuloma faciale-right cheek

is highly characteristic of granuloma faciale. There is 
usually an associated vasculitis.[6] 
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flattening of lesions is observed. Recently, a successful 
treatment of GF with pulse dye laser was reported.[14]
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Drug hypersensitivity syndrome 
with lithium 

Sir,
Drug hypersensitivity syndrome (DHS) is one of the 
more severe cutaneous adverse drug reactions. It is 

characterized by a clinical triad of fever, skin rash and 
internal organ involvement. It has been given different 
names like dapsone syndrome, febrile mucocutaneous 
syndrome, drug rash with eosinophilia and systemic 
symptoms (DRESS), and drug-induced delayed multi-
organ hypersensitivity syndrome (DIDMOHS).[1]

Sarantidis and Waters[2] (1983) did a review and 
controlled study of cutaneous conditions associated 
with lithium carbonate. They reported the overall 
incidence of cutaneous reactions possibly secondary to 
lithium as 34%. In their study, psoriasis and acneiform 
eruptions were more frequent followed by atopic 
dermatitis, alopecia areata, exfoliative dermatitis, 
icthyosis, prurigo nodularis, angular chelitis and 
unspecified eruptions. In their literature review they 
have also found the occurrence of other cutaneous 
conditions with lithium like maculopapular rash, 
ulcer, folliculitis, stomatitis and xerosis.[2] A review 
of the literature shows very few reports of patients 
developing hidradenitis suppurativa and DHS while 
receiving lithium.[3,4]

A 54-year-old married female with personal history 
of hypothyroidism and bronchial asthma without 
any significant family history of psychiatric illness 
presented to our outpatient center with a history 
suggestive of a depressive episode. She has had 
depressive episodes in the past and a diagnosis 
of recurrent depressive disorder, currently severe 
depression with psychotic symptoms was made. 
Patient was initially treated with tablet risperidone for 
six months following which the psychotic symptoms 
remitted. Due to persisting depressive symptoms, 
tablet sertraline was added and titrated up to 150 
mg/day. In view of the lack of adequate response, 
the patient was admitted and tablet venlafaxine was 
started in place of sertraline. Tablet venlafaxine was 
titrated up to 300 mg/day and quetiapine (125 mg/
day) was substituted in place of risperidone due to 
extra-pyramidal side-effects. As depressive symptoms 
did not remit patient was started on tablet lithium 
carbonate initially with 300 mg/day and later titrated 
to 600 mg/day. Her serum lithium level was 1.12 with 
900 mg/day due to which the dose was reduced to 600 
mg/day. The patient showed significant improvement 
and was discharged with advice for regular follow-
up. 

The patient presented after approximately four 
weeks with symptoms of fever and generalized skin 
rash. On examination the patient had fever (102 0F), 
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