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Granuloma Faciale Treatment: A Systematic Review
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Granuloma faciale is an uncommon benign chronic
dermatosis characterized by reddish-brown to viola-
ceous asymptomatic plaques appearing predominantly
on the face. The pathogenesis of granuloma faciale
remains unclear, and it is frequently unresponsive to
therapy. This systematic review aims to summarize all
recent publications on the management of granuloma
faciale. The publications are mainly individual case re-
ports, small case series and a few retrospective stu-
dies. Treatment options included topical, intralesional
and systemic corticosteroids, topical pimecrolimus and
tacrolimus, topical and systemic dapsone, systemic
hydroxychloroquine, clofazimine, and tumour necrosis
factor-alpha inhibitors. More invasive therapies using
lasers as well as cryosurgery and surgery were also
reported. Topical glucocorticosteroids and tacrolimus
remain treatments of first choice, possibly supplemen-
ted by topical dapsone.
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ranuloma faciale (GF) is an uncommon inflam-

matory dermatosis with characteristic clinical and
histological features. The term granuloma faciale was
coined by Wigley in 1945, referring to the condition as
an eosinophilic granuloma of the skin (1). Clinically, GF
presents as reddish-brown to violaceous plaques, often
with follicular accentuation and superficial telangiecta-
sias (2). Plaques are situated almost solely on the face,
but occasionally may appear on the trunk, extremities,
or in the nasal cavity (extrafacial GF) (3).

Diagnosis is confirmed by skin biopsy, which is often
necessary to rule out other skin diseases with a similar
appearance: rosacea, sarcoidosis, lupus vulgaris, fungal
infection, mycobacteriosis, and discoid lupus erythe-
matosus (2).

Erythema elevatum diutinum (EED) is an important
differential diagnosis for GF, especially in its extra-facial
presentation. Both lesions are variants of leukocyto-
clastic vasculitis. The main differences between them are
clinical; therefore diagnostic difficulties are increased in
atypical locations. EED manifests with multiple lesions
on the extensor surface of the joints, while GF manifests
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typically with isolated lesions, predominantly on the
face (4).

The histopathological diagnosis of GF may be challen-
ging, as precise histopathological criteria have not been
defined. Several features, such as the presence of many
eosinophils in the infiltrate, are thought to be characte-
ristic of GF. In a retrospective analysis of 66 patients and
73 skin specimens, Ortonne et al. (3) demonstrated that
the most frequent histopathological features of GF were
the presence of a grenz zone, infiltration of neutrophils,
and telangiectasia. However, some features usually con-
sidered to be of diagnostic value for GF were absent in a
proportion of cases. In particular, there were cases with
absent or diminished numbers of eosinophils.

Although vascular changes appeared to be frequent,
concentric fibrosis around small blood vessels may be de-
monstrated (4), but necrotizing vasculitis with vessel wall
fibroid necrosis is rare, indicating that vessels may be
involved in the pathogenesis of GF in a manner different
from that seen in necrotizing vasculitis (3). Occasionally,
the presence of IgG, IgA, IgM, C3c and C1q deposits
surrounding cutaneous skin vessels in GF suggests that
activation of complement via the classical pathway may
participate in the development of vasculitis (5).

Acute and chronic features are often linked, which
suggests that GF follows a chronic course with recur-
rent acute phases, rather than having distinct acute and
chronic stages (3).

The pathogenesis of GF remains unclear. It has been
suggested that it is mediated by interferon (IFN)-y produ-
ced by CD4" T-helper cells. In GF lesions, immunohisto-
chemistry reveals a predominance of CD4" lymphocytes,
responsible for producing IFN-y, a mediator that acts to
express molecules such as ICAM-1 (intercellular adhe-
sion molecule 1) on the surface of keratinocytes, promo-
ting the chemotaxis of lymphocytes (6). Interestingly, in
GF lesions, basal keratinocytes do not express ICAM-1,
restricting the migration of inflammatory cells into the
epidermis, and forming the characteristic grenz zone (6).

Further proposed, but yet unproven, factors that may
contribute to the development of GF are hypersensiti-
vity reactions, infection, trauma, actinic exposure, and
radiation (4).

Management of GF may be difficult, with multiple
topical, systemic and mechanical treatment regimens
proposed, and variable clinical responses.

The aim of this review is to summarize recent ex-
perience in management of GF, in order to help other
physicians choose a suitable treatment.
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METHODS

Applying the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines (7)
a systematic review was performed based on PubMed,
Medline and Web of Science databases using the query
“granuloma faciale and treatment”. The search was
limited to “English” and “German” language, “human”
subjects and publications from 1 January 2000 to 31
December 2016, documenting adequately the treatment
for GF. Furthermore, the reference lists in the retrieved
articles were searched manually to identify additional
articles meeting the predefined inclusion criteria.

A total of 62 articles was identified from the initial
PubMed search, and 5 additional articles were found
via manual review. After searching Medline and Web
of Science databases, no further articles were identified.
After reviewing all full-text articles and reviews, papers
about other diseases and articles that did not report on
treatment, a total of 54 text sources, 49 from the initial
search and 5 from additional papers, were analysed.

RESULTS

For each paper included, a summary of author, study
year, number of patients, location and duration of lesions,
therapies and efficacy results is given in Table SI'; (8-58).

The results are based mainly on individual case reports,
small case series and retrospective studies. Information
on 94 patients was retrieved (61 males and 33 females),
mean age at diagnosis 54 years, mean time before diag-
nosis 65 months, which is in keeping with published data.
Facial localization outweighed extrafacial presentation
(Table I).

GF is known to be difficult to treat. This has resulted
in numerous therapy modalities, alone or in combina-
tion. Typically, topical treatments are used first, fol-
lowed by systemic drugs and, in case of failure, more
invasive procedures. There are occasional reports on
clofazimine (59), psoralen plus ultraviolet A (PUVA)
therapy (60), and tumour necrosis factor (TNF)-a an-
tagonists (55). The most commonly reported therapies
since 2000 are topical corticosteroids or tacrolimus,
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Table I. Characteristics of 94 patients with granuloma faciale

Characteristics

Sex (n=93), n (%)

Female 33 (35.5)
Male 60 (64.5)
Age at diagnosis, years, mean [range] (n=92) 54 [23-90]
Duration before diagnosis, months, mean [range] (n=55) 65 [2-480]

Localization of lesions (n=94), n (%)
Facial 83 (88.3)
Facial and extrafacial 8 (8.5)
Only extrafacial 3(3.2)
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Fig. 1. Overview of reported successful treatments in 5 or more
patients.

intralesional corticosteroids, dapsone, and physical
interventions such as laser-therapy or cryotherapy. The
treatment success for various interventions reported for
>5 patients is summarized in Fig. 1 and the results are
discussed separately below.

TOPICAL AND INTRALESIONAL AGENTS

Topical corticosteroids, either locally applied or as in-
tralesional injections, are frequently used for treatment
of GF. The results vary: in 42%, no effect was seen
(Fig. 1), and skin atrophy is of major concern (10, 11,
14, 17, 19-21, 24, 27, 28, 30, 34, 36-38, 40, 41, 43-47,
49-54, 61).

Calcineurin inhibitors, such as the macrolide tacro-
limus, decrease the upregulation of interleukin-2 and
decrease T-cell activation. In consequence, T-cell activa-
tion leads to decreased production of IFN-y. This may
be an explanation for the efficacy of topical tacrolimus
in treating GF. Tacrolimus 0.1% ointment applied twice
daily seems to be the most valuable treatment option, all
28 reported patients benefitted from this topical treat-
ment, and 19 showed excellent results (5, 16, 20, 25, 26,
32-34, 36, 37, 39, 45, 51, 54).

The effectiveness of topical dapsone 5% gel for treat-
ment of GF has been demonstrated recently by Babalola
etal. (49). If the efficacy is confirmed in a larger cohort,
it may emerge as an important agent in GF treatment due
to ease of use and low side-effects.

SYSTEMIC MEDICATIONS

Dapsone, also known as diaminodiphenyl sulfone (DDS)
is a sulfonamide antibiotic commonly used for treatment
of GF ata dose of 50-150 mg daily. Although the mecha-
nism of action of dapsone is not completely understood,
it is thought to inhibit the activity of lysosomal enzymes,
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impede chemotaxis of neutrophils and eosinophils, and
suppress inflammatory cytokines in the skin (62). The
results of oral dapsone therapy vary (8,9, 11, 23, 24, 30,
37,44,45,50,53,55, 56, 61). Common side-effects men-
tioned in the summary of product characteristics (SPC)
include nausea and loss of appetite. Severe side-effects
may include haemolysis, methaemoglobinaemia especi-
ally in patients with glucose-6-phosphate dehydrogenase
deficiency (G-6-PD), or hypersensitivity. Therefore mo-
nitoring of full-blood count and methaemoglobinaemia
is mandatory. Further side-effects include hepatitis and
various types of skin rashes (63).

Reports on systemic corticosteroid therapy are scarce,
therefore dose regimens are given. However, the results
are not convincing (11, 55, 56).

Clofazimine, an anti-leprosy drug with anti-inflamma-
tory effects and anti-proliferative activity for lymphocy-
tes and carcinoma cells, was reported to be successful
by Gomez-de la Fuente et al. (10) at a dose of 300 mg
daily for 5 months with remarkable clinical response.

Sand & Thomsen (55) reported on a single experience
of 6-month treatment with adalimumab for GF in a male
patient with large facial pigmented plaques without
marked improvement.

PHYSICAL AND SURGICAL THERAPIES

Physical therapies, such as cryotherapy and laser
therapy or surgical excision, may cause scarring or post-
inflammatory pigmentation. In addition, recurrence of
the condition may occur, or the treatment may not be
successful in first place (41, 64).

Graham & Stewart (65) were the first to report the use
of cryosurgery in 1977. Its effectiveness as the sole treat-
ment for GF was subsequently reported by Panagiotopou-
los et al. (28) using open-spray cryotherapy or contact
technique. No significant side-effects were noted, and no
recurrences were seen after a 2-year follow-up period.
Mashood (27) reported excellent results in combining
intralesional steroids with cryotherapy. Less successful
results were reported by Firkle & Pizinger, who finally
used 595-nm pulsed dye laser to clear the GF lesions (40).

Various types of laser, such as pulsed dye laser (PDL)
(9,40, 42, 66), potassium-titanyl-phosphate (KTP) laser
(16) and carbon-dioxide (CO,) laser (61), have been
applied, with different cosmetic results. However, the
aesthetic outcome also depends on the operator, not only
on the laser type and mode.

The PDL targets oxyhaemoglobin in blood vessels.
Telangiectasia in GF suggests that this type of laser may
be an effective treatment option. Good cosmetic results
with 595-nm PDL are expected in flat lesions, as the low
depth-penetration of these wavelengths will not be able
to significantly improve severe exophytic GF.

Hruza & Amarati (42) have stressed the need for high
energies, sometimes with pulse stacking, to achieve
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clearance using PDL. Achieving deep purpura appeared
to be important for the effectiveness of the PDL. By
changing pulse durations and energies, most patients’
lesions cleared in 23 treatments. Some patients’ lesions
recurred after 1-3 years, or they developed adjacent or
new lesions.

Ludwig et al. (16) used a KTP 532-nm laser because
of its known success in the treatment of vascular lesions.
They achieved persistent clinical resolution without
scarring, permanent pigmentary alteration or systemic
morbidity.

CO, lasers target tissue water and vaporize tissues in
anon-selective manner. They carry a higher risk of scar-
ring or hypopigmentation. Bakkour & Madan (50) suc-
cessfully treated a thinophyma-like GF with a CO, laser.

DISCUSSION

Due to the low incidence of GF, controlled clinical trials
do not seem feasible, and it is likely that we will conti-
nue to depend on information gained from case reports.
Dermatologists should therefore be encouraged to share
experiences regarding the management of GF in future
publications.

Based on published treatment successes experienced
in a minimum of more than 5 patients (Fig. 1), we sug-
gest starting the treatment topically. Tacrolimus 0.1%
ointment applied twice daily seems to be the most suc-
cessful option. A trial with local dapsone gel is a further
option that needs to be evaluated.

Cryotherapy is inexpensive and widely accessible, but
its effect is limited.

Systemic dapsone therapy is usually well tolerated at a
dose of 100 mg daily; however, severe side-effects may
occur, patients should be well counseled and followed-
up.

Based on our own experience, we suggest the use of
laser, preferably PDL laser if available, as the treatment
of choice for drug-resistant GF.

The authors have no conflicts of interest to declare.

REFERENCES

1. Wigley JE. Eosinophilic granuloma? Sarcoid of Boeck. Proc R
Soc Med 1945; 38: 125-126.

2. Frankel DH, Soltani K, Medenica MM, Rippon JW. Tinea of
the face caused by Trichophyton rubrum with histologic
changes of granuloma faciale. J Am Acad Dermatol 1988;
18: 403-406.

3. Ortonne N, Wechsler J, Bagot M, Grosshans E, Cribier B.
Granuloma faciale: a clinicopathologic study of 66 patients.
J Am Acad Dermatol 2005; 53: 1002-10009.

4. Marcoval J, Moreno A, Peyr J. Granuloma faciale: a clinico-
pathological study of 11 cases. J Am Acad Dermatol 2004;
51: 269-273.

5. Barnadas MA, Curell R, Alomar A. Direct immunofluorescence
in granuloma faciale: a case report and review of literature.
J Cutan Pathol 2006; 33: 508-511.

6. de Oliveira FL, de Barros Silveira LK, Machado Ade M, Nery



ActaDV

ActaDV

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24

25.

26.

27.

28.

29.

30.

JA. Hybrid clinical and histopathological pattern in annular
lesions: an overlap between annular elastolytic giant cell
granuloma and granuloma annulare? Case Rep Dermatol
Med 2012; 2012: 102915.

. Shamseer L, Moher D, Clarke M, Ghersi D, Liberati A, Petti-

crew M, et al. Preferred reporting items for systematic review
and meta-analysis protocols (PRISMA-P) 2015: elaboration
and explanation. BMJ 2015; 349: g7647.

. Castellano-Howard L, Fairbee SI, Hogan DJ, Fenske NA, Mes-

sina JL. Extrafacial granuloma faciale: report of a case and
response to treatment. Cutis 2001; 67: 413-415.

. Elston DM. Treatment of granuloma faciale with the pulsed

dye laser. Cutis 2000; 65: 97-98.

Gomez-de la Fuente E, del Rio R, Rodriguez M, Guerra A,
Rodriguez-Peralto JL, Iglesias L. Granuloma faciale mimicking
rhinophyma: response to clofazimine. Acta Derm Venereol
2000; 80: 144.

Burns BV, Roberts PF, De Carpentier ], Zarod AP. Eosinophilic
angiocentric fibrosis affecting the nasal cavity. A mucosal
variant of the skin lesion granuloma faciale. J Laryngol Otol
2001; 115: 223-226.

Inanir I, Alvur Y. Granuloma faciale with extrafacial lesions.
Br J Dermatol 2001; 145: 360-362.

Cecchi R, Paoli S, Giomi A. Granuloma faciale with extrafacial
lesions. Eur J Dermatol 2002; 12: 438.

Chatrath V, Rohrer TE. Granuloma faciale successfully treated
with long-pulsed tunable dye laser. Dermatol Surg 2002;
28: 527-529.

Hsiung SH. Granuloma faciale. Dermatol Online J [serial on-
line] 2003 [cited 2017 Jan 15]; 9 (4): [2 screens]. Available
from: http://escholarship.org/uc/item/5ws8s2j3.

Ludwig E, Allam JP, Bieber T, Novak N. New treatment mo-
dalities for granuloma faciale. Br J Dermatol 2003; 149:
634-637.

Radin DA, Mehregan DR. Granuloma faciale: distribution
of the lesions and review of the literature. Cutis 2003; 72:
213-219; quiz 208.

Roussaki-Schulze A, Klimi E, Zafiriou E, Aroni K, Mpaltopoulos
A, Aravantinos E, et al. Granuloma faciale associated with
adenocarcinoma of the prostate. Int J Dermatol 2002; 41:
901-903.

Chinelli PA, Kawashita MY, Sotto MN, Nico M. Granuloma fa-
ciale associated with sinonasal tract eosinophilic angiocentric
fibrosis. Acta Derm Venereol 2004; 84: 486-487.

Mitchell D. Successful treatment of granuloma faciale with
tacrolimus. Dermatol Online J 2004; 10: 23.

Zargari O. Disseminated granuloma faciale. Int J Dermatol
2004; 43: 210-212.

Cheung ST, Lanigan SW. Granuloma faciale treated with the
pulsed-dye laser: a case series. Clin Exp Dermatol 2005;
30: 373-375.

Holme SA, Laidler P, Holt PJ. Concurrent granuloma faciale
and eosinophilic angiocentric fibrosis. Br J Dermatol 2005;
153: 851-853.

. Verma R, Das AL, Vaishampayan SS, Vaidya S. Keloidal gra-

nuloma faciale with extrafacial lesions. Indian J Dermatol
Venereol Leprol 2005; 71: 345-347.

Eetam I, Ertekin B, Unal I, Alper S. Granuloma faciale: is it a
new indication for pimecrolimus? A case report. J Dermatolog
Treat 2006; 17: 238-240.

Marcoval J, Moreno A, Bordas X, Peyri J. Granuloma faciale:
treatment with topical tacrolimus. J Am Acad Dermatol 2006;
55: S110-111.

Mashood AA. Granuloma faciale - an unusual presentation.
J Coll Physicians Surg Pak 2006; 16: 296-297.
Panagiotopoulos A, Anyfantakis V, Rallis E, Chasapi V, Stav-
ropoulos P, Boubouka C, et al. Assessment of the efficacy
of cryosurgery in the treatment of granuloma faciale. Br J
Dermatol 2006; 154: 357-360.

Requena C, Castejon P, Sanmartin O, Botella-Estrada R, Na-
gore E, Serra-Guillen C, et al. Rhinophyma-like granuloma
faciale. J Eur Acad Dermatol Venereol 2006; 20: 881-882.
De D, Kanwar AJ, Radotra BD, Gupta S. Extrafacial granu-
loma faciale: report of a case. J Eur Acad Dermatol Venereol

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Granuloma faciale treatment 17

2007; 21: 1284-1286.

Khaled A, Jones M, Zermani R, Fazaa B, Baccouche K, Ben
Jilani S, et al. Granuloma faciale. Pathologica 2007; 99:
306-308.

Jedlickova H, Feit J, Semradova V. Granuloma faciale suc-
cessfully treated with topical tacrolimus: a case report.
Dermatovenerol Alp Pannonica Adriat 2008; 17: 34-36.
Patterson C, Coutts I. Granuloma faciale successfully trea-
ted with topical tacrolimus. Australas J Dermatol 2009; 50:
217-219.

Perez-Robayna N, Rodriguez-Garcia C, Gonzalez-Hernandez
S, Sanchez R, Guimera F, Saez M. Successful response to
topical tacrolimus for a granuloma faciale in an elderly pa-
tient. Dermatology 2009; 219: 359-360.

Thiyanaratnam J, Doherty SD, Krishnan B, Hsu S. Granu-
loma faciale: case report and review. Dermatology Online
J 2009; 15: 3.

Tomson N, Sterling JC, Salvary I. Granuloma faciale treated
successfully with topical tacrolimus. Clin Exp Dermatol 2009;
34: 424-425.

Cecchi R, Pavesi M, Bartoli L, Brunetti L. Topical tacrolimus
in the treatment of granuloma faciale. Int J Dermatol 2010;
49: 1463-1465.

Abdullah L, Abbas O. Dermacase. Can you identify this
condition? Granuloma faciale. Can Fam Physician 2011; 57:
319-320.

Caldarola G, Zalaudek I, Argenziano G, Bisceglia M, Pellicano
R. Granuloma faciale: a case report on long-term treatment
with topical tacrolimus and dermoscopic aspects. Dermatol
Ther 2011; 24: 508-511.

Fikrle T, Pizinger K. Granuloma faciale treated with 595-nm
pulsed dye laser. Dermatol Surg 2011; 37: 102-104.
Hershcovitch MD, Sun GH, Hom DB, Mutasim D. Pathology
quiz case 1. Granuloma faciale (GF). Arch Otolaryngol Head
Neck Surg 2011; 137: 410, 413.

Hruza GJ, Ammirati CT. Granuloma faciale treated with 595-
nm pulsed dye laser. Dermatol Surg 2011; 37: 1060-1061.
Leite I, Moreira A, Guedes R, Furtado A, Ferreira EO, Bap-
tista A. Granuloma faciale of the scalp. Dermatol Online ]
2011; 17: 6.

Nogueira A, Lisboa C, Duarte AF, Santos P, Portugal R, Canel-
has A, et al. Granuloma faciale with subglottic eosinophilic
angiocentric fibrosis: case report and review of the literature.
Cutis 2011; 88: 77-82.

Gupta L, Naik H, Kumar NM, Kar HK. Granuloma faciale with
extrafacial involvement and response to tacrolimus. J Cutan
Aesthet Surg 2012; 5: 150-152.

Singh S, Rai T, Sharma T. A rare case of keloidal granuloma
faciale with extra-facial lesions. Indian Dermatol Online J
2013; 4: 27-29.

Teixeira DA, Estrozi B, Ianhez M. Granuloma faciale: a rare
disease from a dermoscopy perspective. An Bras Dermatol
2013; 88: 97-100.

Surana TV, Arghyaprasun G, Saugato B, Falguni N, Gobinda
C, Chinmay H. Granuloma faciale: exclusively extrafacial.
Indian J Dermatol 2013; 58: 245.

Babalola O, Zhang J, Kristjansson A, Whitaker-Worth D,
McCusker M. Granuloma faciale treated with topical dap-
sone: a case report. Dermatol Online J 2014; 20. pii: 13030/
qt9q7520rx.

Bakkour W, Madan V. Rhinophyma-like granuloma faciale
successfully treated with carbon dioxide laser. Br J Dermatol
2014; 170: 474-475.

Dourmishev L, Ouzounova-Raykova V, Broshtilova V, Miteva
L. Granuloma faciale effectively treated with topical pime-
crolimus. Acta Dermatovenerol Croat 2014; 22: 305-307.
Nayak NV, Frohman LP, Lambert WC, Langer PD. Postirradia-
tion periocular granuloma faciale associated with uveitis.
Ophthal Plast Reconstr Surg 2014; 30: €92-95.

Fumo G, Patta F, Milo C, Pilloni L, Atzori L. A nose for trouble.
Diagnosis: granuloma faciale. Indian J Dermatol Venereol
Leprol 2015; 81: 93-94.

Lima RS, Maquine GA, Silva Junior RC, Schettini AP, Santos M.
Granuloma faciale: a good therapeutic response with the use

Acta Derm Venereol 2018



18

55.

ActaDV

57.

58.

59.

60.

ActaDV

56.

C. Lindhaus and P. Elsner

of topical tacrolimus. An Bras Dermatol 2015; 90: 735-737.
Sand FL, Thomsen SF. Off-label use of TNF-alpha inhibitors in
a dermatological university department: retrospective eva-
luation of 118 patients. Dermatol Ther 2015; 28: 158-165.
Vassallo C, Derlino F, Croci GA, Brazzelli V, Borroni G. Chro-
nic localized leukocytoclastic vasculitis: clinicopathological
spectrum of granuloma faciale with and without extrafacial
and mucosal involvement. G Ital Dermatol Venereol 2015;
150: 87-94.

Paradisi A, Ricci F, Sbano P. "Drug-resistant granuloma fa-
ciale”: treatment with carbon dioxide-GaAs laser. Dermatol
Ther 2016; 29: 317-319.

Madan V. Recurrent granuloma faciale successfully treated
with the carbon dioxide laser. J Cutan Aesthet Surg 2011;
4: 156-157.

Wollina U, Karte K, Geyer A, Stuhlert A, Bocker T. Clofazimine
in inflammatory facial dermatosis — granuloma faciale and
lipogranulomatosis subcutanea (Rothmann-Makai). Acta
Derm Venereol 1996; 76: 77-79.

Hudson LD. Granuloma faciale: treatment with topical pso-
ralen and UVA. J Am Acad Dermatol 1983; 8: 559.

www.medicaljournals.se/acta

61.

62.

63.

64.

65.

66.

Chung WK, Park GH, Kim CH, Chang SE, Lee MW, Choi JH,
et al. Keloidal granuloma faciale after CO2 laser treatment
for melanocytic naevus. J Eur Acad Dermatol Venereol 2009;
23: 611-612.

Pfeiffer C, Wozel G. Dapsone and sulfones in dermatology:
overview and update. J Am Acad Dermatol 2003; 48:
308-309.

DapsonFatol®. SummaryofProductCharacteristics Updated
19.01.2011. [serial online]. [cited 2017 Jan 15]: [8 screens].
Available from: https://www.sanicare.de/images/ecom-
merce/03/08/03080040_2011-01_de_o.pdf.

Nasiri S, Rahimi H, Farnaghi A, Asadi-Kani Z. Granuloma fa-
ciale with disseminated extra facial lesions. Dermatol Online
J 2010 [cited 2017 Jan 15]; 16 (6): [2 screens]. Available
from: http://escholarship.org/uc/item/7g1908g9.

Graham GF, Stewart R. Cryosurgery for unusual cutaneous
neoplasms. J Dermatol Surg Oncol 1977; 3: 437-442.
Erceg A, de Jong EM, van de Kerkhof PC, Seyger MM. The
efficacy of pulsed dye laser treatment for inflammatory skin
diseases: a systematic review. J Am Acad Dermatol 2013;
69: 609-615.e608.



