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Acne as a disease is so common as to be considered a normal rite of passage, and costs the community a substantial
amount in resources. Yet acne is a devastating disease striking most adolescents at their most vulnerable time when
their life long self esteem and sense of identity is being developed. This article reviews the importance of acne to the
individual and attempts to make the case for early and aggressive treatment.

Acne by any definition is part of normal human
experience. In the United States it is estimated to affect
45 million people, with a lifetime prevalence of 85%.1
Consumers spend $US100 million per year in over-thecounter remedies. Together with the loss of productivity
and unemployment, the direct cost of acne in the USA
has been estimated to exceed $US1 billion per year.1
No similar figures are available for Australia, but the
situation would be expected to be similar pro rata for the
population. Extrapolating from these figures, acne may
be costing $AUS100 million per year to the community.

The case against treatment
Acne, in some form or other, happens to virtually everyone,
is inconsequential in many, and is so common that we
must question whether it is a disease worthy of treatment
or a normal occurrence that should be ignored. It is very
expensive to treat such a high proportion of the population
for a largely self limiting problem. Long term antibiotics,
hormonal therapies, isotretinoin, multiple topical prescriptive
products, and over-the-counter preparations come at a huge
cost to the community.
The direct cost of medical services by general
practitioners and dermatologists needs to be justified in
economic and medical terms. We should also consider the
development of community antibiotic resistance,2 and the
long term and widespread use of often suboptimal doses
of antibacterial agents in acne therapy do not help this.
Recently there has been a significant debate about the
safety of isotretinoin in acne treatment because of its twin
problems of teratogenicity3 and induction of depressive
disease.4 There is no doubt about the teratogenic ability of
this medication and it requires a high degree of vigilance
in the female childbearing age group.5 The depressive
aspects are less clear cut but are a major source of patient
concern. On analysis of the available evidence, isotretinoin

does not appear to add to the depression of the acne
patient,6 although the available studies are still limited and
there is significant literature warning of idiosyncratic cases
of depression with this agent.7–9 General practitioners may
find themselves in the middle of this debate trying to allay
their patients’ anxieties and doubts.

The case for treatment
Acne is an aesthetically unpleasant and embarrassing
condition. Severe cystic acne causes pain, recurrent bleeding
and purulent discharge. Before isotretinoin became widely
available patients would occasionally became severely toxic,
required hospitalisation and were extremely difficult to treat.
Patients with severe forms of acne, notably conglobate
acne, may rarely go on to develop secondary systemic
amyloidosis, 10 renal failure, 11 arthritis and rheumatoid
conditions.12,13 Acne has also caused severe cutaneous
complications including: pyoderma gangrenosum 14 – a
mutilating facial disease requiring extensive reconstructive
surgery,15 squamous cell carcinoma, 16 and death from
metastases of this cancer.17
However, it is the psychosocial distress that acne
produces that makes such a powerful argument for its timely
and adequate treatment. Acne is predominantly a disease of
adolescence, a time of changing body image and sense of
self; when there is a relative inability to psychologically deal
with the unsightliness and self esteem problems of active
acne.18 Affected adolescents report more social isolation
and self consciousness than their unaffected peers19 and
experience more dissatisfaction with their facial appearance,
embarrassment and social inhibition with feelings of
unhappiness and anxiety.20 Forty-two percent of patients in
one study classed the impact of acne on their self image
to be moderate to severe.21 Employment prospects are
affected22 and interpersonal difficulties are more common
than in those without acne.23,24 The incidence of body
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dysmorphic disorder is higher in acne patients
than in the general population with this affliction
being present in 8.8% of 159 patients.25
Quality of life questionnaires clearly
demonstrate that acne vulgaris significantly
affects patients’ quality of life, but there
is variable correlation with severity. 26,27
However, generally the more severe the acne
the more embarrassment is felt. For adults,
quality of life was adversely affected by their
acne, regardless of severity. 28 Adolescent
patients are typically more vulnerable to the
development of depressive disease than other
age groups. 29 The cosmetic impact of even
relatively mild to moderate acne can be a
significant emotional burden for the patient and
may act as a precipitating factor for depressive
illness.29 Suicidal ideation was also assessed
in different dermatological disease states and
revealed 5.6% of acne patients entertained
acute suicidal thoughts.30 Suicide does occur in
dermatological patients as it does in all medical
subgroups but acne figures prominently with
seven ‘successful’ suicides occurring in acne
patients from a total of 16 reported in one case
series.31
The development of postacne scarring is
particularly devastating and often represents the
failure of adequate and timely medical therapy.
Current treatments for acne are very
effective. It has been suggested that isotretinoin
reduces anxiety and depression in cystic acne
patients after its successful implementation 32
and gives durable results in 85% of patients
after one course of treatment. 33 Hormonal
treatments in the form of anti-androgens such
as cyproterone acetate and spironolactone,34
topical preparations such as adapalene,35 azelaic
acid,36 topical antibiotics,37 retinoic acid,38 and
light and laser treatments39 may help to replace
or augment long term antibiotic therapy ensuring
a sufficient armamentarium to decrease the
incidence of postacne scarring.
Unfortunately scarring may affect up to
95% of patients and is maximally related to
severity and duration of acne before adequate
therapy is instituted.40 Most scarring in acne is
atrophic rather than hypertrophic in type with
destruction and dissolution of supporting tissues.
Early and effective treatment of acne is the
most appropriate way to prevent scarring
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and to minimise the psychological effects of
acne and its resultant scarring.

Conclusion
Despite the relatively high cost that a community
must bear when it takes on the challenge of
treating a common disease such as acne, the
adverse social, psychological and physical effects
justifies active, early and aggressive treatment.
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References
1.

2.
3.
4.
5.
6.
7.
8.
9.

10.
11.
12.
13.
14.
15.
16.
17.

Management of acne. Summary, evidence report/technology
assessment: Number 17. AHRQ Publication No. 01–E018,
March 2001. Rockville, MD: Agency for Healthcare Research
and Quality, 2001.
Cooper AJ. Systematic review of propionibacterium
acnes resistance to systemic antibiotics. Med J Aust
1998;169:259–61.
Jordan AY, Parks L, Chen SC, Higgins K, Fleischer AB,
Feldman SR. Does the teratogenicity of isotretinoin outweigh its benefits? J Dermatolog Treat 2005;16:190–2.
Magin P, Adams J, Heading G, Pond D, Smith W. Patients’
perceptions of isotretinoin, depression and suicide: a qualitative study. Aust Fam Physician 2005;34:795–7.
Charakida A, Mouser PE, Chu AC. Safety and side effects
of the acne drug, oral isotretinoin. Expert Opin Drug Saf
2004;3:119–29.
Magin P, Pond D, Smith W. Isotretinoin, depression
and suicide: a review of the evidence. Br J Gen Pract
2005;55:134–8.
Jick SS, Kremers HM, Vasilakis-Scaramozza C. Isotretinoin
use and risk of depression, psychotic symptoms, suicide,
and attempted suicide. Arch Dermatol 2000;136:1231–6.
Marqueling AL, Zane LT. Depression and suicidal behaviour
in acne patients treated with isotretinoin: a systematic
review. Semin Cutan Med Surg 2005;24:92–102.
Ng CH, Tam MM, Celi E, Tate B, Schweitzer I. Prospective
study of depressive symptoms and quality of life in acne
vulgaris patients treated with isotretinoin compared
to antibiotic and topical therapy. Australas J Dermatol
2002;43:262–8.
Perez-Villa F, Campistol JM, Ferrando J, Botey A. Renal
amyloidosis secondary to acne conglobata. Int J Dermatol
1989;28:132–3.
Naya MT, Soria C, Quereda C, Orte L, Romero R, Ortuno
J. End stage renal disease in a patient with amyloidosis
secondary to acne conglobata. Nephron 1991;57:109–10.
Courouge-Dorcier D, Reguilhem O, Brucher C, Delaunay
MM, Geniaux M. Acne and osteoarticular manifestations.
Rev Rhum Mal Osteoartic 1987;54:637–42.
Ehrenfeld M, Samra Y, Kaplinsky N. Acne conglobata and
arthritis: report of a case and review of the literature. Clin
Rheumatol 1986;5:407–9.
Velez A, Alcala J, Fernandez-Roldan JC. Pyoderma gangrenosum associated with acne conglobata. Clin Exp
Dermatol 1995;20:496–8.
Patterson WM, Stibich AS, Dobke M, Schwartz RA.
Mutilating facial acne conglobata. Cutis 2000;66:139–40.
Camisa C. Squamous cell carcinoma arising in acne conglobata. Cutis 1984;33:185–7, 190.
Whipp MJ, Harrington CI, Dundas S. Fatal squamous cell
carcinoma associated with acne conglobata in a father and

daughter. Br J Dermatol 1987;117:389–92.
18. Kilkenny M, Stathakis V, Hibbert ME, Patton G, Caust J,
Bowes G. Acne in Victorian adolescents: associations with
age, gender, puberty and psychiatric symptoms. J Paediatr
Child Health 1997;33:430–3.
19. Schachter RJ, Pantel ES, Glassman GM, Zweibelson I. Acne
vulgaris and psychologic impact on high school students.
NY State J Med 1971;24:2886–90.
20. Wu SF, Kinder BN, Trunnell TN, Fulton JE. Role of anxiety
and anger in acne patients: A relationship with the severity
of the disorder. J Am Acad Dermatol 1988;18:325–33.
21. Tan J, Vasey K, Fung KY. Beliefs and perceptions of patients
with acne. J Am Acad Dermatol 2001;44:439–45.
22. Cunliffe WJ. Unemployment and acne. Br J Dematol
1986;115:386.
23. Layton AM. Acne scarring: reviewing the need for early
treatment of acne. J Dermatol Treat 2000;11:3–6.
24. Jowett S, Ryan T. Skin disease and handicap: an analysis of
the impact of skin conditions. Soc Sci Med 1985;20:425–9.
25. Uzun O, Basoglu C, Akar A, et al. Body dysmorphic disorder
in patients with acne. Compr Psychiatry 2003;44:415–9.
26. Sneddon IB. The presentation of psychiatric illness to the
dermatologist. Acta Derm Venereol 1979;59(Suppl):177–9.
27. Oakley AM. The Acne Disability Index: usefulness confirmed. Australas J Dermatol 1996;37:37–9.
28. Motley RJ, Finlay AY. How much disability is caused by
acne? Clin Exp Dermatol 1989;14:194–8.
29. Pearl A, Arroll B, Lello J, Birchall NM. The impact of acne: a
study of adolescents’ attitudes, perception and knowledge.
N Z Med J 1998;24:269–71.
30. Gupta MA, Gupta AK. Depression and suicidal ideation in
dermatology patients with acne, alopecia areata, atopic
dermatitis and psoriasis. Br J Dermatol 1998;139:846–50.
31. Cotterill JA, Cunliffe WJ. Suicide in dermatological patients.
Br J Dermatol 1997;137:246–50.
32. Rubinow DR, Peck GL, Squillace KM, Gantt GG. Reduced
anxiety and depression in cystic acne patients after successful treatment with isotretinoin. J Am Acad Dermatol
1987;17:25–32.
33. Harper JC, Thiboutot DM. Pathogenesis of acne: recent
research advances. Adv Dermatol 2003;19:1–10.
34. Shaw JC. Low-dose adjunctive spironolactone in the
treatment of acne in women: a retrospective analysis of
85 consecutively treated patients J Am Acad Dermatol
2000;43:498–502.
35. Weiss JS, Shavin JS. Adapalene for the treatment of acne
vulgaris. J Am Acad Dermatol 1998;39:50–4.
36. Webster G. Combination azelaic acid therapy for acne
vulgaris. J Am Acad Dermatol 2000;43:47–50
37. Lookingbill DP, Chalker DK, Lindholm JS, et al. Treatment of
acne with a combination clindamycin/benzoyl peroxide gel
compared with clindamycin gel, benzoyl peroxide gel and
vehicle gel: combined results of two double blind investigations. J Am Acad Dermatol 1997;37:590–5.
38. Webster G. Topical tretinoin in acne therapy. J Am Acad
Dermatol 1998;39:38–44.
39. Rotunda AM, Bhupathy AR, Rohrer TE. The new age of acne
therapy: light, lasers, and radiofrequency. J Cosmet Laser
Ther 2004;6:191–200.
40. Layton AM, Henderson CA, Cunliffe WJ. A clinical evaluation of acne scarring and its incidence. Clin Exp Dermatol
1994;19:303–8.

CORRESPONDENCE email: afp@racgp.org.au

