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Abstract: Lupus Miliaris Disseminatus Faciei is an idiopathic granulomatous skin
disease affecting the face. It is also called as Acne agminata or Facial idiopathic
granulomas with regressive evolution. It has a predilection for lower eyelids, forehead,
nasolabial folds and perioral areas. Caseating as well as non- caseating epithelioid cell
granulomas are identified on histopathological examination therefore differentials such
as tuberculosis, sarcoidosis, granulomatous rosacea and other granulomatous disorders
should be ruled out. A thirteen year old female presented with multiple papules
perinasally and periorally around chin. A skin biopsy was performed from the lesion
and sent for histopathological examination. On microscopic examination, a
granulomatous reaction pattern was seen in the dermis. X-ray chest was unremarkable.
Mantoux test was negative. Apple- jelly nodule like appearance was observed on
diascopy. A diagnosis of LMDF was rendered on histopathology after clinical
correlation. The diagnosis of LMDF should be kept in mind in case of papular eruptions
on face not responding to antitubercular treatment. Mainstay of treatment is tetracycline

and oral isotretinoin.
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INTRODUCTION

Fox et al in 1878 [1].

It is also called as acne agminata or Facial
idiopathic granulomas with regressive evolution. The
patient usually presents as small, discrete reddish-
brown, dome shaped papules singly or in crops, rapidly
developing, follicular or non- follicular lesion with a
pustular top in majority. It has a predilection for lower
eyelids, forehead, nasolabial folds and perioral areas
[2]. Extrafacial involvement has been rarely
documented in literature.

Caseating as well as non- caseating epithelioid
cell granulomas are identified on histopathological
examination therefore differentials such as tuberculosis,
sarcoidosis, granulomatous rosacea and  other
granulomatous disorders should be kept in mind.

Spontaneous involution occurs in  12-24
months leaving small pitted scars [3]. Pathogenesis of
the disease is still not known. It usually affects adults in
second and fourth decade.

It was considered before to be a tuberculid,
many authors now believe that it is an extreme variant
of granulomatous rosacea. Moreover others have the
opinion that it is a distinct entity. Mainstay of treatment
is tetracycline and oral isotertinoin but the response is

Lupus Miliaris Disseminatus Faciei (LMDF) is an uncommon granulomatous
skin disease of unknown etiology affecting the face. It was first described by Tilbury

not very satisfactory. We herein report a rare case of
LMDF and briefly review literature about its salient
clinicopathologic features.

CASE PRESENTATION

A thirteen year old female presented with
asymptomatic, reddish- brown, discrete, multiple
papules, varying in size from 2-4mm in size. Papules
were present perinasally and around chin. These lesions
had evolved over about one year. On examination, there
were no other cutaneous lesions. History of
photosensitivity was absent. There was no history of
topical application of steroids on face. She denied
history of any similar lesions in family. On
examination, there was no flushing, redness or
telengiectasia present. There was no cervical
lymphadenopathy. A skin biopsy was performed from
the lesion and sent for histopathological examination.
On microscopic examination, epidermis showed mild
acanthosis. In the dermis, a granulomatous reaction was
seen. Granulomas comprised of central area of necrosis
surrounded by epithelioid cells, multinucleated giant
cells and a lymphocytic cuff (Fig-1 & 2). Stains for
acid- fast bacilli and fungi were negative. X-ray chest
was unremarkable. Routine laboratory investigations
were within normal limits. Mantoux test was negative.
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Apple- jelly nodule like appearance was observed on
diascopy. Clinically, differentials given were LMDF,
popular sarcoidosis, syringoma and trichoepithelioma.

A diagnosis of LMDF was rendered on histopathology

after clinical correlation. The patient was put on
isotretinoin for four months.

Fig-1: Microphotograph shows epithelioid cel ganuloma in dermis with central caseous necrosis surrounded by
epithelioid cells, giant cells and lymphocytes.
(H and E stain, 10x)

stain, 40x)

DISCUSSION

Lupus miliaris disseminates faciei is a rare,
chronic inflammatory dermatosis. It is also called as
“acne agminata” or “acnitis”. The patients present with
yellowish- red asymptomatic papules over the central
part of face typically involving periorbital area,
nasolabial folds, cheeks and perioral areas. On
histopathological examination, infiltrate resembles that
of lupus vulgaris, granulomas with central necrosis that
are in close proximity to follicular structures but
sebaceous glands are unusually involved. Perivascular

infiltrate of lymphocytes, histiocytes in superficial
dermis may be evident in early lesions. In established
lesions, perifollicular fibrosis is seen and granulomas
may be seen. Previously LMDF was supposed to be a
variant of lupus vulgaris or tuberculid because of
histological resemblance but there has been no evidence
regarding its relation to tuberculosis [4]. Some studies
suggest that it is a granulomatous reaction to follicle
destruction. It has variable mantoux positivity in
response to tuberculin. Majority of patients do not
respond to antitubercular treatment. Lesions fail to
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demonstrate acid fast bacilli and neither culture nor the
polymerase chain reaction techniques for detection of
M.tuberculosis DNA is helpful.

According to the literature some authors
believe that LMDF is a form of granulomatous rosacea
[5] as the granulomas are in association with
pilosebaceous units in LMDF [6, 7].

But in rosacea, mainly extrafacial sites are
involved and there is sparing of lower eyelids which
goes against LMDF being a type of rosacea. Also
absence of erythema, flushing and telengiectasia does
not favour LMDF to be a form of rosacea. Therefore,
LMDF should be considered as a distinct entity [8].

Skowron et al., in 2000, changed the name
from LMDF to Facial idiopathic granulomas with
regressive evolution (FIGURE) however it is not been
widely accepted. Differential diagnosis includes clinical
entities such as acne, lupus vulgaris, granulomatous
rosacea, sarcoidosis and histoid leprosy [9].

The diagnosis of LMDF should be kept in
mind in case of papular eruptions on face not
responding to antitubercular treatment. Lesions usually
have a spontaneous resolution with scarring. Mainstay
of treatment is tetracycline and oral isotertinoin but the
response is variable and not very satisfactory.
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