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squamous cell carcinomas excised from the dor‑
sal aspects of both hands (2016). The patient’s 
skin condition led to embarrassment, prompt‑
ing avoidance of social interactions, and causing 
severe depression.

After the transplantation, the patient attended 
regular appointments at the transplant clinic. He 
was reluctant to undergo cosmetic surgery due to 
anticipated wound healing complications on im‑
munosupressive treatment. After extensive dis‑
cussions to clarify the benefits and potential risks 
of the proposed surgical procedure, he ultimate‑
ly consented to it at the age of 71. At this point, 
physical examination revealed a large, swollen, ir‑
regular mass on the tip, dorsum, and both alae of 
the nose, causing partial nostril obstruction and 
breathing difficulties (Figure 1A–1C). The other re‑
gions of the head and neck showed no abnormal‑
ities. On histopathologic examination, focal thin‑
ning of the epidermis was observed. Additional‑
ly, sebaceous gland hyperplasia with accompany‑
ing lymphocytic infiltration and interstitial fibro‑
sis were noted, along with mild interstitial edema 
consistent with the diagnosis of rhinophyma.2

Subsequently, the  patient was referred to 
the Department of Plastic and Reconstructive 
Surgery and underwent rhinophyma reduction 
surgery in November 2019. The cosmetic out‑
come was considered satisfactory by the patient 
(Figure 1D and 1E), leading to a resumption of so‑
cial interactions. Throughout the 4‑year follow
‑up, the patient remained free of recurrence 
(Figure 1F and 1G).

Pathophysiology of rhinophyma remains poor‑
ly understood. Vascular abnormalities contrib‑
ute to a local production of transforming growth 
factor β1 (TGF‑β1), with a potential to induce fi‑
brosis and consequent cutaneous thickening.3 Of 

Organ transplant recipients are prone to skin 
complications, such as neoplasms and infections.1 
Rhinophyma is a nasal deformity characterized 
by an excessive growth of sebaceous glands and 
the underlying connective tissue, resulting in dis‑
figurement. Rosacea is a precursor condition lead‑
ing to the onset of rhinophyma. Cases of giant 
rhinophyma lesions are infrequently observed.

We present a case of a white man who under‑
went heart transplantation in 1998 at the age of 
50 due to ischemic cardiomyopathy. In 2006, he 
received a subsequent renal transplant from a de‑
ceased donor due to calcineurin inhibitor toxici‑
ty. His immunosuppressive medications included 
mycophenolate mofetil, cyclosporine (CyA), and 
prednisone. Before kidney transplant, he had no 
known skin issues.

About 4 years after the renal transplant, the pa‑
tient noticed a flushing and later redness on 
the skin of his nose. Initially, the observed cu‑
taneous alterations were suspected to be drug
‑induced. The patient attributed them to a tran‑
sition from modified cyclosporine to its gener‑
ic equivalent. However, reinitiation of the orig‑
inal medication failed to demonstrate improve‑
ment or arrest progression of the changes. In 
December 2013, a definitive diagnosis of rosa‑
cea was established. Topical therapy with met‑
ronidazole and benzoyl peroxide along with oral 
tetracycline proved ineffective. The patient ex‑
perienced progressive skin thickening and for‑
mation of nodules in the nasal region, findings 
highly suggestive of a diagnosis of rhinophyma. 
The mass growth accelerated in 2017. The patient’s 
medical history did not include alcohol abuse. 
His dermatologic history included herpes zos‑
ter of the trunk skin with sequelae of posther‑
petic neuralgia and scarring (2011) and multiple 
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the literature.5 Medical interventions have typi‑
cally yielded unsatisfactory outcomes, emphasiz‑
ing the necessity for rhinophyma reduction sur‑
gery in such cases.
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particular interest, calcineurin inhibitors, such as 
CyA and tacrolimus have been shown to induce 
TGF‑β1 receptor–triggered signaling cascades.4 
This suggests a possible link between cyclosporine 
use by our patient and rhinophyma development.

In conclusion, we report a case of giant rhi‑
nophyma, characterized by an esthetically dis‑
pleasing appearance of the nose and facial fea‑
tures. In the past 2 decades, less than 25 cases 
of giant rhinophyma have been documented in 

Figure 1�  A–C – patient’s face 3 months before 
the surgery; D–E – patient’s face 2 months after 
the surgery
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Figure 1�   
F–G – patient’s face 4 
years after the surgery
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