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A 70-year-old white man presented with a 10-year history of
slowly expanding lesions with dark spots on his cheeks and
gradual coarseness of facial features.

History. The patient had been a farmer until his retirement 
3 years ago. He also spent a great deal of time outdoors doing 
recreational activities such as fishing with significant sun expo-
sure and with minimal protection. He had been smoking more 
than 25 cigarettes a day for the past 5 decades. He had no his-
tory of radiation therapy, exposure to unusual chemicals or tox-
ins, or application of any cosmetics or medical creams to the 
face. The patient was unhappy and emotionally disturbed with 
the “dirty” appearance of his face. The dark spots could not be 
removed, even with frequent washing of the face.

Physical examination. The patient had yellowish, diffusely 
thickened skin, with deep wrinkles and furrows on the face, 
especially the forehead and cheeks. Numerous large, open, 

black comedones (blackheads) and a few closed comedones 
(whiteheads) were symmetrically distributed in the malar areas. 
He also had deep furrowing of the skin at the nape of the neck, 
with intersecting skin folds resulting in quadrangular and 
rhomboidal configurations that were characteristic of cutis 
rhomboidalis nuchae. The rest of the physical examination 
findings were unremarkable.

Diagnosis. Based on the appearance and location of the le-
sions, the patient received a clinical diagnosis of Favre-Ra-
couchot syndrome.

Discussion. Favre-Racouchot syndrome is a nodular cutane-
ous elastosis that is characterized by cysts and comedones on 
actinically damaged skin, typically on the face and less com-
monly on the neck.1 The condition was first described in 1932 
by the French dermatologist Maurice Favre,2 reviewed in detail 
by Favre and his student Jean Racouchot in 1951,3 and hence-
forth termed Favre-Racouchot syndrome.

It is estimated that the condition occurs in 1.4% of the adult 
general population4 and in up to 6% of white men older than 
50 years.5 Although the prevalence is high in white men, the 
condition has been observed in women and dark-skinned indi-
viduals, as well.6,7 Middle-aged to elderly individuals are most 
commonly affected, but cases occurring as early as the second 
decade of life have also rarely been reported.1,5

Although the exact etiopathogenesis is unknown, chronic ex-
posure to UV light and heavy cigarette smoking are important 
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triggers.6-8 Chronic exposure to UV light 
damages the elastic network of the mid 
and upper dermis with subsequent re-
duction of its tensile strength.6,7 This 
may cause retention of the sebum, lead-
ing to the formation of comedones, cysts, 
and nodules.6,7 Chronic smoking may 
potentiate the effect of solar damage to 
the affected skin, and the effect is dose-
related.1,8,9 Rarely, the condition may fol-
low exposure to radiation therapy.1,7

Histologic findings include marked 
solar elastosis, epidermal atrophy, baso-
philic degeneration of the upper dermis, 
dilated pilosebaceous infundibulum 
filled with lamellar keratin, and atrophic 
sebaceous glands.1,5 Inflammation is con-
spicuously absent in the comedones.1,6

Typically, patients with Favre-Ra-
couchot syndrome present with multiple 
large comedones on actinically damaged 
skin.1,6 Comedones may be closed 
(whiteheads) or, more commonly, open 
(blackheads). The comedones differ 
from those seen in acne by the absence 
of inflammation.6 The underlying skin is 
solar-damaged and often appears dull, 
yellowish, thickened, wrinkled, and fur-
rowed.10 Patients who are severely af-
fected often develop confluent, multiple 
papules, cysts, and nodules.1,5

The lesions usually symmetrically af-
fect the cheeks, forehead, periorbital area, 
and/or temples, and sometimes the 
neck.5,6,10 However, unilateral and cir-
cumscribed forms have been reported, 
presumably as a result of asymmetric so-
lar exposure or radiation.8

Other conditions reported to be asso-
ciated with Favre-Racouchot syndrome 
that also appear on actinically damaged 
skin include actinic keratosis, cutis 
rhomboidalis nuchae, trichostasis spinu-
losa, keratoacanthoma, basal cell carci-
noma, and squamous cell carcinoma.5

The diagnosis is usually clinical, based 
on the typical appearance of the lesions 
(comedones, cysts, and nodules on solar-
damaged skin) and typical locations 
(sun-exposed areas). A skin biopsy is sel-
dom necessary. The differential diagnosis 

includes acne vulgaris, sebaceous hyper-
plasia, milia, epidermoid cysts, chlorac-
ne, syringomas, and trichoepitheliomas.

The condition can be cosmetically un-
sightly and socially embarrassing. The 
prognosis is good if the patient is prop-
erly treated.1

Avoidance of sun exposure, especially 
during hours of peak solar UV radiation 
intensity (11 am to 4 pm), regular use of 
broad-spectrum sunscreens, and wearing 
of protective hats and clothes when out-
doors should be emphasized. If the pa-
tient is a smoker, cessation of smoking is 
strongly advised.

Topical retinoids such as tretinoin, 
adapalene, and tazarotene are the main-
stay of medical treatment.1,11 The medi-
cation works by repairing collagen and 
remodeling elastin in the dermis.7 In ad-
dition, the medication may decrease the 
activity of matrix metalloproteinases 
within the skin that may further decrease 
collagen breakdown.7 Other treatment 
options include curettage, excision, com-
edo extraction, dermabrasion, deep 
chemical peels, and laser ablation.6,9,10 It 
has been shown that combining medical 
and surgical treatments yields optimal 
outcomes.1,7,11 n
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