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Abstract
A 46-year-old man presented with asymptomatic dark reddish nodules on the left nasal ala and lower jaw,
including a 1-cm nodule on the nasal ala. Histopathological examination revealed diverse inflammatory cell
infiltration extending into the deep dermis and the presence of a grenz zone. Based on these findings, he
was diagnosed with granuloma faciale (GF). Intralesional corticosteroid injections were selected because of
their strong anti-inflammatory effects and efficacy in treating deep dermal lesions. Although various
treatment modalities have been attempted, GF is often refractory to treatment. In this case, the lesion
resolved completely after three intralesional corticosteroid injections.
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Introduction
Granuloma faciale (GF) is a rare, benign inflammatory dermatosis that typically presents as a solitary, well-
demarcated reddish-brown to violaceous papule, nodule, or plaque with follicular accentuation and
telangiectasia, most commonly involving the face, particularly the forehead, cheeks, and nose [1,2]. It has a
slight male predominance [2]. Diagnosis is established by skin biopsy, which is essential for excluding other
dermatologic conditions with similar clinical features, including rosacea, sarcoidosis, lupus vulgaris, fungal
infections, mycobacterial infections, and discoid lupus erythematosus [3]. GF is characterized
histopathologically by a grenz zone and diverse inflammatory cell infiltration [4]. Various treatment
modalities have been reported, including topical corticosteroids, topical tacrolimus, intralesional
corticosteroids, and laser therapy, although treatment responses are often variable [2]. Here, we report a
case of localized GF with deep dermal inflammatory infiltration involving the nasal ala and lower jaw that
responded completely to intralesional triamcinolone acetonide injections.

Case Presentation
A 46-year-old man with no significant past medical or family history developed a reddish-brown nodule on
the lateral surface of the left nasal ala seven weeks before his first visit to our department. Treatment with
oral doxycycline and topical nadifloxacin for two weeks showed no improvement, and subsequent treatment
with oral minocycline for four weeks also failed to improve the condition. On examination, we found an
asymptomatic dark red nodule, 1 cm in diameter, on the lateral aspect of the left nasal ala. A similar nodule
was also present on the lower jaw (Figure 1A).
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FIGURE 1: Clinical features
(A) An asymptomatic dark red nodule on the left nasal ala and lower jaw (arrows indicate the lesions). (B)
Posttreatment appearance showing complete resolution after intralesional corticosteroid injection.

A skin biopsy was performed on the nasal ala lesion. Histopathological analysis revealed a mild
subepidermal grenz zone and a dense polymorphous inflammatory infiltrate extending throughout the
dermis into the deep dermis (Figure 2A). The infiltrate was composed of lymphocytes, histiocytes, plasma
cells, neutrophils, and scattered eosinophils, although eosinophils were not a prominent component (Figure
2B). No granulomatous changes were observed. Mild leukocytoclasia was present but not prominent.
Furthermore, vessel wall damage and fibrin deposition were absent, and no definite vasculitic changes were
identified (Figure 2C). No atypical lymphoid infiltrates were identified. Ziehl-Neelsen staining was negative
for acid-fast bacilli. These findings were consistent with GF. A biopsy was also performed on the lower jaw
lesion, and histopathological examination revealed findings similar to those observed in the nasal ala lesion.
Based on the presence of a grenz zone and diverse inflammatory infiltrates, a diagnosis of GF was made.

Discussion
Regarding the diagnosis, GF was suspected based on the presence of diverse cellular infiltration and a grenz
zone [5]. Vascular changes were frequently observed [5]. However, many reports have indicated that clear
vasculitis is not always observed in GF [6]. Previous reports have described vasculitis in only two of 11 cases
and in five of 73 cases, suggesting that its presence is not essential for diagnosis [5,7]. The most frequent
histopathologic features of GF were the presence of a grenz zone, neutrophilic infiltration, and
telangiectasia [5]. GF is therefore often diagnosed based on diverse cellular infiltration and a grenz zone
alone, without mandatory evidence of vasculitis [5]. In our case, a diagnosis of GF was made based on the
presence of a grenz zone and a diffuse inflammatory cell infiltrate in the dermis, including neutrophils. The
absence of granulomatous inflammation, atypical lymphoid infiltrates, and acid-fast bacilli helped exclude
sarcoidosis, infectious granulomatous diseases, and lymphoma/pseudolymphoma, whereas the characteristic
grenz zone and polymorphous inflammatory infiltrate further supported the diagnosis of GF.

Various treatments have been reported for GF, including topical tacrolimus, systemic therapies, and several
forms of laser treatment, each with varying degrees of success [2]. For example, topical tacrolimus and laser
treatments have been reported to show relatively high success rates [2]. However, because of the chronic and
treatment-resistant nature of the disease, the optimal approach remains unclear [2]. Intralesional
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corticosteroids are often favored because they allow direct delivery of the drug into the deeper dermis, where
inflammatory infiltrates typically reside. In this case, given the depth of the inflammatory infiltrate, topical
agents were considered less likely to be effective because their penetration is generally limited to the
superficial dermis. Therefore, intralesional corticosteroid injections were selected to deliver therapeutic
effects directly to the deeper dermis.

Conclusions
We report a case of GF successfully treated with intralesional triamcinolone acetonide injections. This
therapeutic option may be particularly effective when lesions extend into the deep dermis. Our case supports
previous reports demonstrating the usefulness of intralesional triamcinolone acetonide as a practical
treatment for GF. Further accumulation of cases will be needed to clarify the role of intralesional
corticosteroids among the available treatment options for this challenging condition.
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