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Introduction
From what I can remember from my medical studies, a long 

time ago, when our Professors were naming rosacea as “acne-rosa-
cea”, there was always a mention to its nickname: the “Curse of the 
Celts”. Hence our formation was including the notion that rosacea 
was more common among the fair-haired, blue-eyed “Nordic type” 
[1]. Meanwhile, over the years and with more experience and a 
deeper knowledge of other continents and populations, I was able 
to observe that this notion was not exactly and even far from being 
correct.

About the epidemiology of rosacea, during a long time there 
was no reliable data, and when a paper was mentioning it, it was 
most often with sporadic and hazardous numbers. To date, this situ-
ation improved, and various general population surveys bring more 
precise numbers, ranging between less than 1% to more than 20%, 
but direct comparison between studies can be biased by differenc-
es in methodology, populations, and cultural and social perceptions 
of disease [2]. For sure, general population prevalence is optimally 
determined by surveying the entire population using specific case 
finding criteria with evaluations performed by trained observers 
[3]. Among such surveys, the earliest one was performed in 1948 
and involved almost 11,000 residents of the Faroe Islands (almost 
one third of the total population at that time) and the prevalence of 
rosacea was 0.09% [4]. Further, in 1989 in Sweden, in a non-select-
ed population of more than 800 office employees, the prevalence 
was 10% [5]. Large retrospective US database have compiled prev-
alence rates of 1,3% to 2,1% [6,7]. In Germany, surveys on 49,000 
and 90,800 workers gave prevalence rates of 2.2% and 2.3% [8,9]. 
In Estonia, the rate found in a cohort of 348 was surprisingly high 
at 22% [10] whilst in Ireland, in a mix of 1,000 office and outdoor 
workers it was 2.7% [11]. In an observational study on more than 
120,000 subjects conducted in UK, the overall incidence rate for 
diagnosed rosacea was established at 1.65 per 1000 person-years 
[12].

As we can see, most of surveys of prevalence of rosacea were 
performed in North-European countries or in the USA. However,  

 
we can also find reports from other countries, where exclusive pho-
totype is not Fitzpatrick I or II, but rather III or IV. In Santander 
(Spain) among 395 patients consulting in a primary healthcare 
centre for non-dermatological reasons, the prevalence of rosacea 
was 5.5% [13]. In Lima (Peru), in an evaluation of the frequency 
of dermatological diseases at University Department of Dermatol-
ogy, prevalence of rosacea was scored as 1.97% [14]. Among 6,822 
patients who presented to the consultation at the Dermatology 
Department (Hôtel-Dieu de France University Hospital) in Beirut 
(Lebanon) the prevalence rate of rosacea was around 2% [15]. In 
India, rosacea was referred as not being as uncommon as in other 
Asian countries, and accounting for about 0.5% of dermatological 
consultations [16]. As per black patients, rosacea is less common 
but not rare in patients with skin of colour [17].

A rapid analysis of the results previously reported leads to 
amazing results. Whilst the prevalence of rosacea appears quite ho-
mogenous in the surveys performed in North-Europe and the USA, 
surrounding 2%, with the exceptions of the Faroese and Estonian 
reports, the prevalence in countries with higher phototypes such 
as Peru or Lebanon is displaying similar values. Hence, we must re-
consider this nickname that we are giving to rosacea of “Curse of 
the Celts”. Irish and British are the very definition of Celts, and the 
prevalence of rosacea was not shown to be higher among them than 
in some other ethnic groups. Let’s not behave as did likely my late 
grandmother, who read once an information and repeated it at will 
without controlling the basis of the same. Even if the symptoms of 
rosacea are not as visible in higher phototypes than in fair-skinned 
individuals and don’t feature the characteristic red-face pattern, 
we must consider this disorder in our differential diagnosis when 
dark-skinned patients present with facial flushing, warmth, ocular 
symptoms or acne-like eruptions lacking comedones.
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