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Facial involutive tumors: A case Facial involutive tumors: A case 
of tumor-like eosinophilic of tumor-like eosinophilic 
granuloma of the skingranuloma of the skin

Sir,
The auto-involutive mucocutaneous eosinophilic 
dermatoses manifest as mucocutaneous lesions 
reactive to an unknown stimulus with a benign 
course and a spontaneous resolution. The histology is 
characterized by a dermal inflammatory infiltrate with 
a predominance of eosinophils.[1] The eosinophilic 
ulcer of the oral mucosa is the most well-known 
process but tumor-like eosinophilic granuloma of the 
skin and transient eosinophilic nodulomatosis are rare 
entities described in the literature.[1-4]

A 42-year-old, previously healthy woman presented with 
a 3-week history of an asymptomatic, rapidly growing 
lesion on her chin. The physical examination revealed a 
reddish solid tumor of approximately 2 cm in diameter 
with central ulceration. The lesion was scheduled for 
a biopsy and when the patient returned 15 days later, 
it had completely disappeared. Instead, a new tumor 
with a similar appearance had appeared on her upper 
lip [Figure 1]. There was no regional lymphadenopathy. 
She had no fever and no history of previous infections.

The differential diagnosis included malignant tumors 
such as keratoacanthoma or lymphoma and infectious 
disease caused by mycobacteria, deep mycoses or 
leishmania. We performed a biopsy of the tumor on the 
upper lip for histological and microbiological analysis. 

Subsequently, the tumor on the lip also began to 
regress spontaneously and it completely disappeared 
within 2 months [Figure 2]. Skin lesions did not recur 
during the follow-up period of 12 months.

Histological examination revealed a reactive epidermis 
with irregular acanthosis without dysplasia. Dense, 
superficial and deep inflammatory infiltrates, comprising 
mostly of eosinophils, small lymphocytes, histiocytes 
without granulomas, neutrophils and nuclear dust were 
observed in the dermis [Figures 3 and 4]. Despite the 
large eosinophilic component, flame figures were not 
present. Immunohistochemical studies were performed 
to rule out the possibility of lymphoma. It revealed a 
variable presence of B (CD20) and T lymphocytes (CD3, 
CD5) with a predominance of the latter. No CD30 
expression was observed. CD68 showed presence of a few 
macrophages with no granulomas. Periodic acid–Schiff 
and Ziehl–Neelsen stains were negative and intracellular 
leishmanial organisms were not present. Bacterial, fungal 
and mycobacterial cultures were negative.

Blood analysis including angiotensin-converting 
enzyme, C-reactive protein, complements C3 and 
C4, antinuclear antibody (ANA) and antineutrophil 
cytoplasmic antibody (ANCA) were normal. The 
Mantoux tuberculin skin test and the chest radiograph 
were normal.

Skin nodules with tissue eosinophilia include 
auto-involutive muco-cutaneous eosinophilic 
dermatoses, granuloma faciale and erythema 
elevatum diutinum, angiolymphoid hyperplasia with 
eosinophilia, Well’s syndrome, skin lesions of Churg–
Strauss syndrome, Langerhans and non-Langerhans 

Figure 1: Solid red tumor of approximately 2 cm in diameter with  
central ulceration on the upper lip Figure 2: Total resolution of the lesion on the upper lip
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cell histiocytosis, malignant histiocytosis, 
mastocytoma and insect bite reactions.[1]

Tumor-like eosinophilic granuloma of the skin was 
first described in the literature in 1952 by Kuske.[3] 
We found only one other published report.[4] Kuske 
described a patient with atopic hand eczema with a 
rapidly growing tumor on the dorsum of the hand that 
disappeared spontaneously and whose etiology could 
not be determined. Biopsy revealed a dense dermal 
infiltrate composed of histiocytes and lymphocytes 
with numerous eosinophils.[3]

The other case was reported in 2000 by Gerbig 
et al.[4] A patient with a personal history of atopic 
dermatitis and prostate malignancy presented with 
two reddish-brown, solid skin tumors on his forearm 
and on his abdomen that resolved spontaneously 
7 weeks after a curative prostatectomy. Histological 
examination was similar to the case described by 
Kuske. These authors proposed diagnostic criteria 
for tumor-like eosinophilic granuloma of the 
skin. The clinical criteria are: firm skin tumor(s) 
suggesting malignancy, spontaneous regression within 
months and no preceding infectious disease. The 
histological criteria are: nodular, superficial and deep 
dermal infiltrates consisting mainly of eosinophils, 
neutrophils, epithelioid cells and histiocytes; foci 
of necrosis with nuclear dust, no flame figures and 
negative stains for bacteria, mycobacteria and fungi.[4]

Based on clinical, laboratory and histological findings, 
our present case can be classified as Kuske’s tumor-like 
eosinophilic granuloma of the skin according to these 

diagnostic criteria. Other eosinophilic dermatoses can 
be excluded on clinical and histopathological grounds. 
Transient eosinophilic nodulomatosis is clinically and 
histologically quite similar but it occurs mostly in 
children and is preceded by an infectious disease.[1,4]

Granuloma faciale, another rare dermatoses, might 
have a similar histology to the present case with a dense 
dermal accumulation of inflammatory cells including 
neutrophils, eosinophils, as well as lymphocytes and 
histiocytes.[5] Vasculitic changes including perivascular 
inflammation with nuclear dust and vessel wall 
damage are observed. However, granuloma faciale is 
characterized by reddish-brown or violaceous plaques, 
sometimes as nodules but does not manifest as a tumor, 
has a chronic course and is resistant to treatment.[5]

Tumor-like eosinophilic granuloma of the skin is 
an infrequent entity that should be considered in 
the differential diagnosis of skin tumors with a 
predominance of eosinophils that have a benign course 
and spontaneous resolution. The two previously 
reported cases and our case all began in adult life, 
though there was no history of atopy in our case. The 
etiology of the condition is unknown but it could be 
considered a cutaneous hypersensitivity reaction to 
an unknown antigen, with or without a background 
of atopy.
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Figure 4: Dermal infl ammatory infi ltrate with a large number of 
eosinophils (H and E, ×400)

Figure 3: Dense, superfi cial and deep infl ammatory infi ltrates 
(H and E, ×200)
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Erythroderma secondary to lichen Erythroderma secondary to lichen 
planus in a childplanus in a child

Sir,
A 12-year-old boy presented with generalized redness 
and scaling of the skin for 3 months and white patches 
on the tongue for 1 month. The eruption began as 
multiple, itchy, reddish, small papules over both legs 
which soon progressed to generalized involvement 
associated with fine scaling. There was no history of 
prior drug intake, fever, joint pains, photosensitivity, 
weight loss, anorexia or tuberculosis prior to the onset 
of the disease and the child was not atopic. Examination 
revealed generalized dusky blanchable erythema of the 
skin associated with grayish-white, fine semiadherent 
scales with some crusted erosions over the lower 
limbs [Figure 1a]. Thickening of the palms and soles 
was present and nails were normal. The oral cavity 
showed white ill-defined plaques over the tongue 
and hard palate along with a few ulcers [Figure 1b]. 
Laboratory investigation revealed a raised absolute 
eosinophil count. Fine needle aspiration cytology from 
an enlarged inguinal lymph node revealed reactive 
lymphadenitis and potassium hydroxide scraping from 
the mouth for oral candidiasis was positive. A wedge 
skin biopsy from the back revealed hyperkeratosis, 
parakeratosis, hypogranulosis and irregular acanthosis 
with moderate lymphoplasmacytic infiltrate in the 
superficial dermis [Figure 1c]. Serial biopsies done 

during the erythrodermic phase showed similar 
changes. Based on the clinico-pathological features, 
a provisional diagnosis of erythroderma secondary to 
psoriasis vulgaris with oral candidiasis was made. The 
boy was treated with methotrexate 7.5 mg weekly for 
8 weeks and oral fluconazole. The skin lesions improved 
significantly (Psoriasis Area and Severity Index score 
declined from 46.2 to 6.4) but the oral lesions did not 
improve despite repeated courses of fluconazole.

Interestingly, as the child began to improve, a few 
violaceus flat-topped papules were noticed on the 
volar aspect of wrists [Figure 2a], followed by similar 
lesions over lower limbs and on lips [Figure 2b]. By this 
time, a lacy pattern was also noticed over the buccal 
mucosa with a few erosions over the hard palate. Skin 
biopsy from a papule showed compact orthokeratosis, 
wedge-shaped hypergranulosis, irregular acanthosis, 
vacuolar degeneration of basal layer, colloid bodies 
in the basal layer and upper dermis and a band-like 
dermal lymphohistocytic infiltrate consistent with 
lichen planus [Figure 2c]. Subsequently, the shaft of 
penis also developed violaceous papules [Figure 2d]. 
Oral mucosal biopsy showed acute on chronic 
ulceration with granulation tissue and fibrosis 
underneath. Non-ulcerated areas showed focal 
saw-toothing and lympho-plasmacytic infiltrate. 
The diagnosis was then revised to erythroderma 
secondary to lichen planus. As oral lesions were not 
responding to methotrexate, he was administered 
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