
Granuloma faciale (GF) is an uncommon dermatosis which rarely occurs on the scalp. Extrafacial GF most 
often occurs on the trunk or upper extremities and usually occurs along with facial involvement. While the 
etiology is unknown, actinic damage has been hypothesized to play a role. We report multiple plaques of GF 
on the scalp arising in the setting of advanced androgenetic alopecia without accompanying facial 
involvement. We also present a brief review of extrafacial GF arising on the scalp.

Practice Points:
• Granuloma faciale on the scalp most often occurs in the setting of androgenetic alopecia.
• In contrast to extrafacial granuloma faciale at other anatomic locations, granuloma faciale 
  on the scalp is more likely to occur as multiple lesions and without facial involvement.

Introduction:
Granuloma Faciale (GF) is a rare benign inflammatory dermatosis most commonly found on the 
sun exposed skin of the face1. GF typically presents as a solitary well-defined reddish-brown to 
violaceous asymptomatic papule, nodule or a plaque showing follicular accentuation and 
telangiectasia. GF is usually seen in the second through seventh decade of life, with a 
predilection for middle-age Caucasian males.2 Extrafacial GF usually occurs on the extremities 
or trunk and most often occurs in patients who also have facial involvement.3 We report a case of 
a 66-year-old male with advanced androgenetic alopecia and multiple lesions of GF on the scalp 
without facial involvement. We also present a brief review of extrafacial GF arising on the scalp.

Case Report:
A 66-year-old male presents with a 7 year history of multiple, asymptomatic plaques on the 
vertex and frontal scalp (Figure 1). Clinical exam reveals multiple erythematous and 
telangiectatic annular plaques on the scalp along with advanced androgenetic alopecia (Figure 1). 
A skin biopsy was performed on the two of the scalp lesions which showed dermal fibrosis with 
acute and chronic perivascular inflammation that includes neutrophils, plasma cells and 
eosinophils (Figure 2). A small vessel vasculitis was present (Figure 2). There were 
accompanying histologic findings of end stage androgenetic alopecia and solar elastosis was 
present.

Based on these clinical and histopathological findings, GF was diagnosed.

The patient was treated with hydroxychloroquine (Plaquenil, 200 mg tablets orally twice daily) 
and after 2 months of treatment reports some lightening in the appearance of the lesions without 
complete resolution.

Discussion:
GF is an uncommon dermatologic condition. The usual presentation is as an isolated facial lesion 
on the forehead, nose, or cheeks with a predilection for middle aged, Caucasian males.4,5 GF is 
often clinically misdiagnosed as sarcoidosis, lupus, lymphoma, or basal cell carcinoma.5 The 
disease course is usually chronic and lesions only rarely occur extrafacially.6 As previously 
reported in the literature, a study of 66 patients with GF showed only 5 patients presenting with 
extrafacial lesions.5 Extrafacial GF is most commonly reported on the upper extremities and 
trunk.3 In a study of 32 cases of extrafacial GF, only 25% occurred on the scalp.3 The etiology of 
GF is unknown, however, as it usually occurs on sun exposed skin and may be exacerbated by 
sun exposure or trauma.7,8 The possibility of a localized immune complex disease or allergic 
hypersensitivity have also been theorized.9

A PUBMED search was performed and to our knowledge, 17 cases of extrafacial GF have been 
reported on the scalp. Of these, 88% occurred in men (see Table 1) with ages ranging from 43- 
87 years. As GF usually occurs on sun exposed skin, it is not surprising that most individuals 
with scalp involvement also have advanced androgenetic alopecia. In cases where confirmatory 
clinical or photographic evidence was available, 100% of patients with GF on the scalp exhibit 
findings of androgenetic alopecia. Only two females have been reported to have GF of the scalp 
and it was not reported whether either of them had androgenetic alopecia. Our review also 
shows that while GF is typically solitary, on the scalp 81.8% of patients who we had 
confirmation of whether single or multiple lesions were present exhibited multiple lesions (Table 
1). Additionally, in the case series of extrafacial GF at all anatomic sites complied by Deen et al, 
cases of extrafacial GF which were not on the scalp occurred without facial lesions 24% of the 
time3. In contrast, in our series of GF on the scalp, lesions occurred without facial lesions 52.9% 
of the time3.

The characteristic histopathologic features of GF include a Grenz zone, telangiectasia, dermal 
fibrosis, and mixed inflammation that includes neutrophils, plasma cells and eosinophils.5 
Histopathologically, GF appears similar to erythema elevatum diutinum (EED) and both are 
chronic fibrosing vasculitides characterized by a Grenz zone and patterned fibrosis. A 
predominance of eosinophil infiltrate and lack of granulomatous nodules favors a diagnosis of 
GF over EED as well as their distinguishing clinical presentations.17

There is no standard of care for GF and GF is frequently unresponsive to therapy.18 Multiple 
management approaches have been reported, inducing topical corticosteroids or tacrolimus, 
intralesional corticosteroids, dapsone, hydroxychloroquine, and physical interventions such as 
laser-therapy, surgery, or cryotherapy with varying results.18-20

We present this case of GF on the scalp and review of GF on the scalp to raise to awareness that 
GF on the scalp most often occurs in the setting of androgenetic alopecia. Additionally, in 
contrast to extrafacial GF in other locations, scalp GF typically manifests as multiple lesions and 
most often occurs without facial lesions.
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A case report of granuloma faciale of the scalp arising in the setting of advanced androgenetic
alopecia with a review of extrafacial granuloma faciale occurring on the scalp.
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