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Don’t Miss These Signs of 
Rosacea in Darker Skin Types
THE COMPARISON: 

A.  Erythematotelangiectatic rosacea in a polygonal vascular pattern on
the cheeks in a Black woman who also has eyelid hypopigmentation
due to vitiligo.

B.  Rhinophymatous rosacea in a Hispanic woman who also has papules
and pustules on the chin and upper lip region as well as facial scarring
from severe inflammatory acne during her teen years.

C.  Papulopustular rosacea in a Hispanic man.

R osacea is a chronic inflammatory condition characterized by facial flushing 
and persistent erythema of the central face, typically affecting the cheeks 
and nose. It also may manifest with papules, pustules, and telangiectasias. 

The 4 main subtypes of rosacea are erythematotelangiectatic, papulopustular, 
phymatous (involving thickening of the skin, often of the nose), and ocular 
(dry, itchy, or irritated eyes).1 Patients also may report stinging, burning, dry-
ness, and edema.2 The etiology of rosacea is unclear but is believed to involve 
immune dysfunction, neurovascular dysregulation, certain microorganisms, and  
genetic predisposition.1,2 

Epidemiology 
Rosacea often is associated with fair skin and more frequently is reported in indi-
viduals of Northern European descent.1,2 While it may be less common in darker 
skin types, rosacea is not rare in patients with skin of color (SOC). A review of US 
outpatient data from 1993 to 2010 found that 2% of patients with rosacea were 
Black, 2.3% were Asian or Pacific Islander, and 3.9% were Hispanic or Latino.3 
Global estimates suggest that up to 40 million individuals with SOC may be 
affected by rosacea,4 with the reported prevalence as high as 10%.2 Although 
early research linked rosacea primarily to adults older than 30 years, newer data 
show peak prevalence between ages 25 to 39 years, suggesting that younger 
adults may be affected more than previously recognized.5 

Key Clinical Features 
In addition to the traditional subtypes, updated guidelines recommend a 
 phenotype-based approach to diagnosing rosacea focusing on observable fea-
tures such as persistent redness in the central face and thickened skin rather 
than classifying patients into broad categories. A diagnosis can be made when 
at least one diagnostic feature is present (eg, fixed facial erythema or phymatous 
changes) or when 2 or more major features are observed (eg, papules, pustules, 
flushing, visible blood vessels, or ocular findings).6
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In individuals with darker skin types, erythema may not 
be bright red; rather, the skin may appear pink, reddish-
brown, violaceous, or dusky brown.7 Postinflammatory 
hyperpigmentation, which is common in darker skin tones, 
can further mask erythema.2 Pressing a microscope slide 
or magnifying glass against the skin can help assess for 
blanching, which is indicative of erythema. Telangiectasias 
also may be more challenging to appreciate in patients with 
SOC and typically require bright, shadow-free lighting  or 
dermoscopy for detection.2 

Skin thickening across the cheeks and nose with overlying 
acneform papules can be diagnostic clues of rosacea in darker 
skin types and help distinguish it from acne.2 It also is impor-
tant to distinguish rosacea from systemic lupus erythematosus, 
which typically manifests as a malar rash that spares the naso-
labial folds and is nonpustular. If uncertain, consider serologic 
testing for antinuclear antibodies, patch testing, or biopsy.8

Worth Noting 
Treatment of rosacea is focused on managing symptoms and 
reducing flares. First-line strategies include behavioral mod-
ifications and trigger avoidance, such as minimizing sun 
exposure and avoiding consumption of alcohol and spicy 
foods.9 Gentle skin care practices are essential, including 
the use of light, fragrance-free, nonirritating cleansers and 
moisturizers at least once daily. Application of sunscreen 
with an SPF of at least 30 also is routinely recommended.9,10 
Additionally, patients should be counseled to avoid harsh 
cleansers, such as exfoliants, astringents, and chemicals that 
may further diminish the skin barrier.10

Treatment options approved by the US Food and Drug 
Administration for rosacea include oral doxycycline, oral 
minocycline, topical brimonidine, oxymetazoline, ivermec-
tin, metronidazole, azelaic acid, sodium  sulfacetamide/sulfur, 
encapsulated benzoyl peroxide cream, and minocycline.11-13

Topical treatment options commonly used off-label for 
rosacea include topical clindamycin, topical retinoids, and 
azithromycin. Oral tetracyclines should be avoided in chil-
dren and pregnant women; instead, oral erythromycin and 
topical metronidazole commonly are used.14 

Laser or intense pulsed light therapy may be considered, 
although results have been mixed, and the long-term benefits 
are uncertain. Given the higher risk for postinflammatory 
hyperpigmentation in patients with SOC, these modalities 
should be used cautiously.15 Among the available options, 
the Nd:YAG laser is preferred in darker skin types due to its 
safety profile.16 A small case series reported successful CO2 
laser treatment for rhinophyma in patients with melanated 
skin; however, some patients developed localized scarring, 
suggesting that conservative depth settings should be used to 
reduce risk for this adverse event.17

Health Disparity Highlight 
Rosacea may be underdiagnosed in individuals with darker 
skin types,2,15,18 likely due in part to reduced contrast between 
erythema and background skin tone, which can make features 
such as flushing and telangiectasias harder to appreciate.1,10,15

Although tools to assess erythema exist, they rarely 
are used in everyday clinical practice.10 In patients with 
deeply pigmented skin, ensuring adequate examination 
room lighting and using dermoscopy can help identify 
any subtle vascular or textural changes localized across the 
central face. While various imaging techniques are used 
in clinical trials to monitor treatment response, few have  
been studied and optimized across a wide range of skin 
tones.10 There is a need for dermatologic assessment tools 
that better capture the degree of erythema, inflamma-
tion, and vascular features of rosacea in pigmented skin. 
Emerging research is focused on developing more equi-
table imaging technologies.19
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