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Granulomatous Rosacea
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Abstract

Granulomatous rosacea is considered as a variant of rosacea with 
unknown etiology. For diagnosis, skin biopsy is needed. We present 
a male patient of 54 years old who presented erythematous papular 
lesions which have become nodular lesions.
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Introduction

Rosacea is a chronic inflammatory infiltrate of unknown eti-
ology, characterized clinically by presenting transient or per-
sistent facial erythema, telangiectasia, papules and pustules. 
Clinically it is classified as telangiectatic erythematous, pap-
ulopustular and granulomatous [1, 2]. 

We present a male patient of 54 years old who presented 
erythematous papular lesions which have become nodular 
lesions.

 
Case Report

An otherwise healthy 54-year-old man presented with a 

month history of itching lesions on the face. Physical ex-
amination revealed erythematous papules and plaques with 
scales on the cheek, forehead and eyelids with blepharitis 
(Fig. 1). The remainder of the skin exam was unremarkable. 
Laboratory testing revealed an increase of cholesterol level. 
ANA antibodies were negative. Histologic section showed 
hyperkeratotic stratum corneum with focal parakeratosis. 
The epidermis showed an irregular acanthosis. The super-
ficial and middle dermis showed a granulomatous inflam-
matory infiltrate which was perivascular and predominantly 
periadnexal. The granulomatous component presented some 
multinucleated giant cells. Some lymphocytes were impaired 
adnexal dermoepidermal interface (Fig. 2, 3).

Discussion
  
Granulomatous rosacea is a rare caseating granulomatous 
variant of rosacea that may present similar to other granulo-
matous disease. The etiology of rosacea is unknown. How-
ever, several factors, such as vasculature, climatic exposures, 
dermal matrix degeneration, chemicals and ingested agents, 
pilosebaceous unit abnormalities, microbial organisms, fer-
ritin expression, reactive oxygen species, and dysfunction of 
antimicrobial peptides, likely play a role in its development 
[3]. Furthermore, the distinct subtype of rosacea is likely de-
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Figure 1. Erythematous papules and plaques with scales 
on the cheek, forehead and eyelids with blepharitis.
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termined by a patient’s unique sensitivity to these triggers.
Clinically, granulomatous rosacea appears to be a dis-

tinctive papular form of rosacea that is found primarily on 
the butterfly and perioral areas. These discrete papules may 
appear as yellowish-brown hard nodules on diascopy, and 
may be accompanied by marked erythema. The size of the 
lesions may vary, and may be present at other areas of the 
body besides the above mentioned [4]. Histological exami-
nation presents epithelioid histiocytes and multinucleate gi-
ant cells in tuberculoid granulomatous, which may be cen-
tered on ruptured hair follicles. Non-pustular lesions show a 
nonspecific perivascular and perifollicular lymphohistiocyt-
ic infiltrate accompanied by occasional multinucleated cells, 
plasma cells, neutrophils, and eosinophils. Papulopustular 
lesions show more pronounced granulomatous inflamma-
tion and occasional perifollicular abscesses [1]. Some of the 
additional tests that pathologists may utilize include special 

stains such as an Acid Fast, Fite, Gram, Warthin-Starry, PAS, 
and GMS stains. In addition, polarization with refractile 
light examination may be helpful in identifying some causes 
like a foreign body with giant cell reaction.

The differential diagnosis with granulomatous periorifi-
cial dermatitis is an eruption characterized by grouped pap-
ules, pustules, and diffuse erythema in prepubertal children 
[3]. Seborreic dermatitis is a papulosquamous disorder char-
acterized by greasy scaling over inflamed skin on scalp, face 
and trunk. Activity is increased in winter and spring with 
remissions commonly occurring in summer. Sarcoidosis is 
inflammatory systemic disorder with typically pulmonary in-
volvement but can affect almost any organ. A biopsy showed 
well-circumscribed nodular collections of epithelioid histio-
cytes in the dermis without peripheral lymphocytic infiltrate 
(naked granulomas). Cutaneous leishmaniasis showed epi-
dermis hyperplasia with dense granulomatous infiltrate com-
posed of histiocytes, neutrophils, lymphocytes and plasma 
cells. Focal pale areas with organism-laden macrophages 
showed amastigote form of leishmania in cytoplasm of mac-
rophages, especially in the subepidermal component of infil-
trate in the middle of lesion. 

Treatment options include isotretinoin, a drug which 
elicits a response with several subtypes of rosacea includ-
ing severe granulomatous rosacea. The treatment leads to the 
reduction of inflammatory lesions, erythema and telangiec-
tasia. Doxycycline (100 - 200 mg per day) is an antibiotic 
that has been used for rosacea for decades. Also it has other 
non-antibiotic properties such as inhibition of angiogenesis, 
neutrophil chemotaxis, pro-inflammatory cytokines, and me-
talloproteinases that contribute to the clinical improvement. 
Topical metronidazole is considered the first choice for topi-
cal therapy of mild rosacea. Azelaic acid is effective and 
safety and has been demonstrated for the treatment of mod-
erate to severe rosacea applied as 15% or 20% cream [5].

In the present case, treatment with isotretinoin 20 mg per 
day was prescribed with good response.
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