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Sir,

Lupus miliaris disseminatus faciei (LMDF) or acne agmi-
nata is a chronic inflammatory disorder that occurs singly
or in crops on the eyelids, cheeks and nasolabial folds
(1). Clinically it consists of multiple indolent bright-red
or brown papules. Histologically, it is characterized by
dermal masses of tuberculoid granulomas with central
caseation necrosis. LMDF is currently widely conside-
red as a variant of rosacea (2). However, in contrast to
rosacea, which shows a chronic course, LMDF runs a
self-limiting course with spontaneous resolution of the
lesions during 12-24 months, often leaving disfiguring
scars. The occurrence of LMDF appears to be related
to an immune response to the pilosebaceous units (3),
suggesting that immunosuppressants would be good
candidates for therapy. We describe here a patient with
LMDF who was treated successfully with intramuscularly
administered triamcinolone acetonide.

CASE REPORT

A 68-year-old Japanese woman presented with a 2-year history
of a non-pruritic papular facial eruption. She did not have a
history of topical steroid exposure to her face. On examination,
the eruption consisted of multiple erythematous and gelati-
nous papules 1-3 mm in diameter, which were predominantly
distributed on the nasolabial fold and perioral region with
some extending to the eyelids and neck (Fig. 1a). Facial ery-
thema or telangiectasia suggestive of rosacea was absent. Full
blood count, electrolytes, liver function tests, serum calcium,
angiotensin-converting enzyme and chest X-ray were all within
normal limits.

A skin biopsy specimen taken from one of the facial papules
showed the presence of granulomatous changes in the upper-
and mid-dermis consisting of epithelioid macrophages and giant
cells with central caseation necrosis (Fig. 2). Granulomatous
changes were also seen around the hair follicles, partially
destroying them. Staining for fungi or acid-fast organisms
was negative. Based on the diagnosis of LMDF, the patient
was initially treated with oral doxycycline, 100 mg/day. How-
ever, one month later, her condition failed to improve and the
lesions became more extensive. Intramuscular injection of
triamcinolone acetonide was started at a dose of 40 mg once
every month. Within one month improvement was seen clini-
cally. After 3 injections of triamcinolone acetonide, all the
papules disappeared without leaving any scars (Fig. 1b). There
were no specific side-effects. No recurrence of the skin lesions
occurred over the following period of 12 months.

DISCUSSION

Granuloma with caseation necrosis is the hallmark of
LMDF. However, the facial changes of the woman de-
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Fig. 1. Lupus miliaris disseminatus faciei, (a) before and (b) after 3 injections
of triamcinolone acetonide.

Fig. 2. Granuloma consisting of epithelioid macrophages and giant cells with
central caseation necrosis (H&E x100).
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scribed resembled perioral dermatitis. This condition is
usually improved by antibiotics including doxycycline
and is deteriorated by steroid after temporary remission
(4). LMDF was originally considered to be a variant of
lupus vulgaris or tuberculid from its histopathological
resemblance to tuberculosis. However, the evidence
supporting its tuberculous aetiology is largely circum-
stantial and not always convincing (5). Currently, LMDF
is widely regarded as a papular form of rosacea, which
is supported by the observation that the granulomas
found in LMDF appear in close approximation to the
pilosebaceous units, and by the fact that epithelioid
granulomas have been found in some patients with
rosacea (6). On the other hand, the clinical features
of LMDF are distinct from those of rosacea in several
points. In particular, its predilection sites are those not
involved by rosacea, such as the eyelids and upper lip,
in addition to its self-limiting course leaving scars.

Although the precise pathomechanism of LMDF is
still unknown, an immune response to the pilosebaceous
units seems highly likely to be involved in the granuloma
formation in LMDF (2, 3). The histological picture of
LMDF could be regarded as a granulomatous reaction to
the breakdown products of the pilosebaceous apparatus.
In fact, epithelioid cell granuloma was experimentally
produced by intradermal injection of sebum and comedo-
nes (7). Furthermore, LMDF was reported to be associa-
ted with numerous small epidermal cysts, which suggests
the possibility that rupture of the epidermal cysts may
also induce inflammation leading to the granuloma
formation in LMDF (8). In addition, we can not neglect
the possibility that Demodex folliculorum influenced the
immune response to the pilosebaceous units.

For treatment of this condition, antibiotics (9, 10),
dapsone (11) and oral steroids (12) have been reported
to show variable success. Based on the close correlation
of the inflammation in LMDF with the pilosebaceous
apparatuses, immunosuppressants would be expected
to have a therapeutic effect. However, topical steroids
are often ineffective. Oral steroid administration has
shown some benefit, depending on the timing of its
start; it is less effective when started late in the course
of the disease. As shown in the present case, intramus-
cular triamcinolone acetonide could offer a significant
advantage over orally administered steroids. We do
not have a plausible explanation for this therapeutic
effect, but since an injection of 40 mg of triamcinolone
acetonide produces a suppressive effect on the adrenal
gland for 4 weeks, we think that the effect on the skin
lesions resulted from the long-acting, high levels of
circulating corticosteroid (13). It has been shown that
intramuscular triamcinolone is beneficial in the mana-
gement of a variety of inflammatory dermatoses (14).
Additionally, in cases of severe asthma, intramuscular
triamcinolone was shown to be significantly more effec-
tive than oral prednisolone for controlling the condition
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(15). Furthermore, the side-effects from intramuscularly
administered triamcinolone would probably be no more
troublesome than those from oral prednisolone (15,
16). Four mg of triamcinolone corresponds to 5 mg of
prednisolone. The total dose of monthly administered
triamcinolone, usually 40 mg, is much lower than that
of prednisolone (17). In addition, despite the fact that
the common adverse effects of corticosteroids, such as
menstrual irregularities, muscle weakness, and facial
hirsutism are more pronounced with triamcinolone,
such side-effects would rarely warrant the cessation of
its short-term use in cases of LMDF.
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