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In 1972, Hjorth et al. (1) coined the term acne
aestivalis/Mallorca acne to describe an acneiform
eruption that occurred in a group of 40 patients, 37 of
them were females, aged 20–40 years, with a negative
medical history of acne. The eruption appeared 15–30
days after sun exposure, without the use of sunscreens.
It was characterized by papules, with rare comedones
and pustules, located on the face, neck, shoulders, upper
trunk and upper limbs. Histopathological picture was
characterized by follicular keratosis. The arms eruption
lasted 3–6 months.

The name of acne aestivalis was subsequently used
by other authors (2–7). The term solar acne or acne
solaris was also suggested (8). It was hypothesized that
acne aestivalis was, simply, acne aggravated by sunlight
(9). In 1985, Nieboer suggested the name of actinic
superficial folliculitis (10). The latter was used by other
authors (11–13), although the name actinic folliculitis
and recurrent photosensitive pustular eruption were also
suggested (14–19).

Review of the literature revealed that, on the basis of
clinical presentations and histopathological pictures, all
these 3 entities, acne aestivalis/Mallorca acne, actinic
superficial folliculitis and actinic folliculitis, are the
same disease. As the term of acne aestivalis/Mallorca
acne is rather old, we agree to name this entity actinic
folliculitis (AF).

We present 18 patients with AF: to our knowledge,
this is one of the largest caselists reported so far.

CASE REPORTS

From 1987 to 2025, we observed 18 Caucasian patients,
5 males and 13 females, with an age ranging from
19 to 37 years (mean age: 22.3 years) with AF. Four
patients (2 males and 2 females) were affected by acne.
According to medical history, latency time from sun
exposure to the appearance of the first skin lesions
ranged from 12 to 72 h. Patients’ characteristics are
reported in Table I. In all patients the eruption was
characterized by roundish, erythematous papules and
pustules, of a few millimetres in diameter, located on
the face (Fig. 1a, b and c), neck (Fig. 1b), shoulders
(Fig. 2a and b), chest (Fig. 2b) and upper portion of
the back. In addition, the upper limbs were involved in
2 patients (Fig. 2c). Nine patients complained of mild
itching. In 12 patients, AF was recurrent. Laboratory
tests were carried out in all patients: in 4 of them, mild
leukocytosis and increase in erythrocyte sedimentation
rate were detected. In 4 patients, bacteriological
examinations of pustular lesions were negative for
aerobic and anaerobic bacteria. In 8 patients, patch
tests and photopatch tests with the SIDAPA baseline
series (Società Italiana di Dermatologia Allergologica,
Professionale e Ambientale) were negative. Three
patients were subjected to biopsy. Histopathological
examination was superimposable in all patients: it
showed foci of necrosis in the upper dermis and
a perivascular and perifollicular infiltrate consisting
of neutrophils, lymphocytes and histiocytes. Ten

Table I. Actinic Folliculitis: patients’ characteristics in our case series

N. Gender Age, years Time to onset, hours Time to remission Recurrences Therapy

1 F 19 18–36 3 weeks Yes Adapalene/benzoyl peroxide gel
2 M 22 24 3 weeks Yes Adapalene/benzoyl peroxide gel
3 F 25 18 4 weeks No Adapalene/benzoyl peroxide gel
4 F 23 24 4 months Yes Retinaldehyde cream
5 F 17 12–24 4 weeks Yes Adapalene/benzoyl peroxide gel
6 M 23 32 3 weeks No Adapalene/benzoyl peroxide gel
7 M 26 24 2 months No Retinaldehyde cream
8 F 19 18–36 4 weeks Yes Adapalene/benzoyl peroxide gel
9 M 20 24–72 2 months No Retinaldehyde cream
10 M 21 12–18 4 weeks Yes Adapalene/benzoyl peroxide gel
11 F 24 24 2 months No Retinaldehyde cream
12 F 27 24 3 weeks Yes Adapalene/benzoyl peroxide gel
13 F 20 18–24 3 weeks No Tretinoin cream
14 F 19 12–18 3 weeks Yes Tretinoin cream
15 F 37 36 3 weeks Yes Adapalene/benzoyl peroxide gel
16 F 21 24 4 weeks Yes Adapalene/benzoyl peroxide gel
17 F 18 36 3 weeks Yes Tretinoin cream
18 F 21 24 3 weeks Yes Tretinoin cream
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patients were treated with the fixed combination 0.1%
adapalene/2.5% benzoyl peroxide gel, 4 patients with
0.005% retinaldehyde cream and 4 patients with 0.05%
tretinoin cream. In all patients, complete remission was
observed within 4 months (Table I).

DISCUSSION

AF mainly occurs in adult females (2, 4, 10, 14–
18), although some males were observed (4, 10–14).
Seborrhea (4) and the use of oily sunscreens that
cause obstruction of the follicles (8) were suggested as
possible predisposing factors; although, in the caselist
by Hjorth et al. (1), sunscreens were not used. In
addition, we cannot exclude the role of hot-humid
weather, hyperhidrosis and sweating.

Latency time from the sunlight exposure to the
appearance of the first skin lesions is extremely
changeable: from 15 min to 3 weeks (18), to 4–6 h (16),
4–24 h (17), 6–24 h (15), 24–36 h (10, 12, 13), 48–72
h (11), up to 15–30 days (1). As previously mentioned,
in our group of patients, time to onset ranged from 12 to
72 h.

AF is characterized by follicular, erythematous
papules (1, 2, 4, 5, 8, 9, 14, 15, 17, 18) and pustules
(1, 5, 9–18), with rare comedones (1, 5, 9), located
on the face (1, 3, 5, 9, 15–18), neck (1, 3–5, 10, 11,
18), shoulders (1, 3, 5, 8, 10–14), chest (3–5, 8, 12,
13, 17, 18), upper portion of the back (3, 4, 10–13,
18) and upper arms (1, 3–5, 8, 10, 11, 14, 17, 18).
Rare locations are breasts (10), buttocks (3), thighs (18)
and legs (3). The lesions are sometimes accompanied
by itching (8, 18). Based on this clinical picture, AF

was considered similar to steroid acne (2, 5) or a
clinical variant of polymorphous light eruption (5). A
recently reported clinical entity, which was named acute
and recurrent pustulosis, differs from AF for several
reasons: it occurs almost exclusively in young women;
sun exposure is not always the trigger; it is characterized
almost exclusively by pustules; time to resolution is
very short; treatment is unnecessary; it is almost always
recurrent (20). Several drugs were used for the treatment
of AF, such as benzoyl peroxide (4, 5), tretinoin (2,
4, 5), adapalene (17), topical corticosteroids (8) and
isotretinoin (15, 17). Remission occurs at very variable
times: from 3 days (15), to 5–7 days (11, 13), to 7–

Fig. 1. Different patients with actinic folliculitis: Erythematous
papules on the forehead (A,C); Erythematous papules on the temple,
cheek and neck (B).

Fig. 2. Different patients with actinic folliculitis: Erythematous
papules and pustules on the shoulder (A); Erythematous papules on
the shoulders and chest (B); Erythematous papules and pustules on the
upper limb (C).
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10 days (10, 17), to 3 months (14), to 3–6 months
(1, 4). Recurrences are rather common (13, 17): some
authors suggested, in patients with recurrent AF, a
prophylaxis with UVA (5) or UVB (5), either alone
(5) or in combination (5) or narrow-band-UVB (18) or
PUVA (5). In summary: a) AF is an acneiform eruption
induced by the exposure to sunlight; b) Caucasian, adult
females are more frequently involved; c) latency time
is extremely variable, from a few hours to weeks; d)
erythematous papules and pustules, located on the face,
neck, shoulders, chest, upper portion of the back and
upper arms are the most frequently observed lesions; e)
several drugs are effective, although remission occurs
from a few days to some months; f) recurrences are
rather common and g) prophylaxis with phototherapy is
helpful.
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