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GENERAL PURPOSE: To review the clinical presentation and treatment of acne vulgaris.
TARGET AUDIENCE: This continuing education activity is intended for physicians, physician assistants, nurse practitioners, and
registered nurses with an interest in skin and wound care.
LEARNING OBJECTIVES/OUTCOMES: After participating in this educational activity, the participant will:
1. Identify a differential diagnosis of acne vulgaris.
2. Recognize clinical feature of various acne vulgaris subtypes.
3. Specify epidemiologic characteristics of acne vulgaris.
4. Select topical, systemic, and nonpharmaceutical treatment options for a patient with acne vulgaris.
ABSTRACT
Acne vulgaris is a common chronic skin condition
characterized by variable combinations of papules, pustules,
cysts, and nodules that invariably arise from comedones. This
article focuses on the clinical presentation of acne vulgaris
subtypes and treatment options. Other related topics
discussed include epidemiology and differential diagnoses.
KEYWORDS: acne, antibacterial therapies, anticomedolytic
therapies, anti-inflammatory therapies, comedonal acne,
nodulocystic acne, papulopustular acne

ADV SKIN WOUND CARE 2024;37:67–75.

DOI: 10.1097/ASW.0000000000000089

poIF
M

gelY
W

nB
LM

O
+

0G
E

S
V

K
Q

daW
U

K
w

Q
ok6j+

H
6/zP

nJK
U

S
xW

9ix+
U

N
R

dU
hJB

R
W

V
p

K
ra on 01/20/2024
f have no relevant financial relationships with any ineligible orga
iz online, answering at least 8 of the 10 questions correctly. Thi
sts are now online only; take the test at http://cme.lww.com fo
age of this article.

67
INTRODUCTION
Acne vulgaris is a common chronic skin condition affect-
ing the pilosebaceous unit. With an estimated preva-
lence of 9.4% globally, it is the eighth most common dis-
ease worldwide. Acne vulgaris most commonly affects
adolescents, with a male predominance, who often ex-
hibit greater severity.1 Acne may present with nonin-
flammatory (comedones) and inflammatory (papules,
pustules, cysts, nodules) components.2 Its pathogenesis
typically begins in early puberty but can persist into
adulthood. It is believed to be triggered by increased ke-
ratinization, inflammation, and follicular colonization
byCutibacterium acnes (formerly known asPropionibacterium
acnes) in a sebum-rich environment provided by elevated
circulating levels of dehydroepiandrosterone.2,3

The eruption of acne lesions tends to correlate with pi-
losebaceous unit density. As such, acne is commonly ob-
served in the upper body, particularly the face, chest,
and back.3 Given that these areas are very visible, the
persistence of acne lesions can result in a profound psy-
chosocial impact, especially in warmer climates where
humidity can worsen acne. Many patients with acne ex-
perience anxiety, depression, social withdrawal, and an-
ger, and these feelings may be exacerbated when treat-
ments do not produce satisfactory results.4

Because of the profound psychosocial impact that
acne can have during adolescence, a timewhen personal
nizations regarding this educational activity. To earn CME credit, you must read the CME
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identity and self-esteem development are particularly
important, early and appropriate intervention is key.
Prompt intervention can also prevent disease progres-
sion and scarring associated with more severe outbreaks
of acne. When counseling patients, take a patient-centered
approach: consider impacts on their activities of daily liv-
ing and psychosocial well-being and assess their available
support systems, financial constraints, and ability to access
care. Providing education and support is key to promoting
treatment adherence.

CLINICAL FEATURES
Although endocrinologic tests are available for evaluat-
ing androgen levels, testing is not standard or recom-
mended for most patients.5 Instead, diagnosis relies on
patient history and observation of acne lesions in pilose-
baceous dense regions.6 The types of lesions observed
may vary, but acne vulgaris begins with the appearance
of comedones, which occur from clogging of the pilose-
baceous follicles with sebum and dead skin. Closed
comedones are referred to as whiteheads because of
their color and are formed when the follicle is fully
blocked. Open comedones are referred to as blackheads;
because the follicle is incompletely blocked, this leads to
the accumulation of oxidized melanin that takes on a
dark color.7

The types of lesions observed in acne can be grouped
based on the severity of the lesions; higher classes are
more severe (Table 1). Note that acne presents with poly-
morphic lesions, and lesions from different classes can
co-occur. Although there is currently no standard for
assessing the severity of acne, more robust models take
into account the number and type of lesions and their
bodily distribution.8 Classifying the type and severity
of acne informs appropriate treatment regimens.
The clinical features of acne can appear similar to sev-

eral other dermatoses. To aid in distinguishing acne from
differential diagnoses, a summary of differential diagno-
ses with features similar to and different from acne is
provided in Table 2. Acnemay also present concurrently
with these other skin conditions.

ACNE VULGARIS SUBTYPES
Presentations of acne vulgaris subtypes are provided in -
Figure 1.
Table 1. CLASSIFICATION OF ACNE BY TYPE OF LESIONS
Class Lesions Present

1 Open or closed comedones (noninflammatory)
2 Pustules (inflammatory/superficial)
3 Papules (inflammatory/deep)
4 Cysts or nodules (inflammatory)

ADVANCES IN SKIN & WOUND CARE • FEBRUARY 2024 68
Comedonal Acne (Noninflammatory)
Also referred to as acne comedonica, this subtype pre-
sents with a pattern of acne in which most of the lesions
are comedones. This subtype tends to appear earlier in
girls than boys. Comedones typically first appear on the
nose before spreading to the forehead, cheeks, and chin
and, in some cases, also the trunk. Comedones first ap-
pear as closed comedones before enlarging to become
open comedones. Although comedones are noninflam-
matory, closed comedones may rupture and lead to de-
velopment of inflammatory lesions. Some patients may
produce only a few comedones that resolve on their own,
whereas other patients may develop scarring inflamma-
tory lesions. However, early intervention can prevent in-
flammatory lesions from developing.7

Papulopustular Acne (Inflammatory)
Also referred to as acne papulopustulosa, this is themost
common subtype of acne vulgaris. Here, comedones and
inflammatory papules and pustules are all present, with
comedones preceding the inflammatory lesions. Papules
and pustules may appear in any region where comedo-
nes are present, including the neck and trunk. Papules
and pustules can resolve without visible scarring. How-
ever, deeper and larger lesions (nodules or cysts) may
leave easily visible scars that can even be hyperpig-
mented, especially in patients with darker skin.9,10

Nodulocystic Acne (Inflammatory)
As the severity of acne lesions progresses, cysts and nod-
ules may form, which are inflammatory lesions that are
deeper in the skin. Cysts are pus-filled and tend to be softer
in texture comparedwith the firmer and often painful nod-
ules. Nodulocystic acne is the most severe subtype of acne
vulgaris, and in severe cases of nodulocystic acne, lesions
may coalesce to form larger lesions and sinus tracts. Scar-
ring is commonly observed in this subtype.11

Pain is usually not a symptomof acne exceptwithdeeper
nodulocystic acne. Some patients with acne fulminans can
have fevers, joint pains, and other systemic symptoms. Pa-
tients may have painful menses, which may need to be
corrected with hormone or other therapies to relieve the
pain and subsequently improve living with significant/
severe acne.

Acne conglobata.Acne conglobata is a severe form of
nodulocystic acne that may have an abrupt onset, but
lacks systemic symptoms.11 It is more common in men,
especially those with large sebaceous glands and oily
skin, and will typically not resolve itself for several
years. The defining characteristic of acne conglobata is
the presence of large, dome-shaped nodules that often
fuse to form larger lesions that may involve draining si-
nuses. These nodules invariably leave scars after they re-
solve, which typically takes months. Variable numbers
WWW.ASWCJOURNAL.COM
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Table 2. DIFFERENTIAL DIAGNOSES OF ACNE VULGARIS
Differential Diagnoses Features Common to Acne Differences From Acne

Acneiform eruptions Papules, pustules No comedones (eg, rosacea)
Acne keloidalis nuchae Papules, pustules Only affects nape of neck and occipital scalp, no comedones, often deeper lesions

that are firm or fluctuant, +/− pain
Drug-induced acne Papules, pustules, cysts,

nodules
Often monomorphous pustular (eg, systemic prednisone, no comedones). History of androgen,
adrenocorticotropic hormone, corticosteroid, bromide, oral contraceptive, lithium,
phenytoin, isoniazid, or iodide usage

Immunosuppression-
associated eosinophilic
folliculitis

Papules, pustules History of immunosuppression (eg, HIV); intense itchiness

Hidradenitis suppurativa Papules, pustules, cysts,
nodules

Boils, double comedones, sinus tracts, foul smell, tends to localize to intertriginous
regions (+ under breasts in females)

Periorificial dermatitis Papules, pustules Localized to chin and nasolabial folds, usually no comedones
Pityrosporum folliculitis Papules, pustules Itchy, monomorphic, can occur anywhere there are hair follicles. May also have fine

scale and pigmentary changes elsewhere. Fluoresces with Wood’s light (white-yellow).
Papulopustular rosacea Papules, pustules No comedones, usually exclusively centrofacial, may present with ocular

manifestations, flushing, or enlarged nose
Seborrheic dermatitis Comedones, papules,

pustules
Itchy, greasy yellow scales, dandruff, dyspigmentation. May coexist with rosacea.
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of papules and pustules may also be observed. Interest-
ingly, acne conglobata differs from other types of acne in
that it is usually less severe in the facial regions, butmore
commonly affects the trunk, especially the back. It may
even spread outside of the usual acne-prone areas, de-
veloping in less common areas including the buttocks
and thighs.12

In rare occasions, acne conglobata may occur with
hidradenitis suppurativa, dissecting cellulitis of the scalp,
and pilonidal sinus simultaneously or at different times of
life. This is a severe condition referred to as the follicular
occlusion tetrad, and one ormore of these four conditions
may occur in the same patient. These four conditions
share common features, including pilosebaceous gland
Figure 1. EXAMPLES OF PAPULOPUSTULAR AND CYSTIC AC
A, Papulopustular acne extending past the facial region (see right shoulder) with p
(yellow arrow). B, Cystic acne with cysts (white arrow) and open comedones (b
hypotrophic scarring, and postinflammatory erythema (black arrow).

All patients featured in the photographs provided written informed consent for their publication.

WWW.ASWCJOURNAL.COM 69
hyperplasia, double comedo formation, follicular orifice
occlusion, suppuration, and cicatricial scar healing.13 Pa-
tients often experience great physical and psychological
disturbance from the formation of painful cysts, exudation
of pus, sinuses, and scars. In severe cases with extensive
scarring and keloid formation, surgical management and
appropriate wound care are required.

Acne fulminans. Although rare, acne fulminans is
the most severe acne subtype and is characterized by
sudden onset of cystic and nodular lesions. It is most
common in adolescent boys with prior mild tomoderate
acne. Upon onset, coalescence of lesions is rapid and re-
sults in complex, painful, bleeding lesions that canulcerate,
resulting in profound scarring. Osteolytic bone lesions
NE
apules (white arrow), pustules (black arrow), and postinflammatory erythema
lack arrow). C, Papulopustular acne with closed comedones (white arrow),
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Table 3. TREATMENTS USED IN THE MANAGEMENT
OF ACNE VULGARIS
Treatment Type Treatments (Alphabetical Order)

Topical Azelaic acid
Benzoyl peroxidea

Clascoterone
Clindamycina,b

Dapsonec

Erythromycina,b

Minocycline
Retinoic acida,c

Salicylic acid
Systemic Combination oral contraceptivesb

Isotretinoind,e

Macrolidesb

Azithromycin
Erythromycin

Spironolactone
Tetracyclinesb

Doxycycline
Minocycline
Sarecycline
Tetracycline

Physical 1,726-nm laser
Chemical peel
Photodynamic therapy

First-line treatments:
aMild-moderate papulopustular acne without scarring.
bModerate papulopustular acne with scarring.
cComedonal acne.
dNodulocystic acne.
eAcne fulminans.
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may also be present. Unlike acne conglobata, systemic
symptoms are involved in acne fulminans and may in-
clude fever, malaise, and muscle and joint pain.11

Truncal Acne
As the name suggests, truncal acne affects the chest and
back, with lesions ranging from comedones to inflamed
papules, pustules, and nodules. As a result of the greater
focus on visible facial acne, truncal acne is often clinically
underappreciated, even thoughmost epidemiology studies
report truncal acne in 50% of patients with facial acne.14

Thus, when assessing a patient with facial acne, it is im-
portant to also examine for truncal involvement.

ACNE VULGARIS TREATMENTS
Acne onset peaks during adolescence, a periodwhen pa-
tients become more self-conscious regarding their ap-
pearance. As a result, patients may develop unrealistic
treatment expectations. Counsel patients on the impor-
tance of patience and consistency in applying their treat-
ment regimen and practicing skin hygiene. Patients can
also be counseled on making lifestyle changes that may
improve their acne. Randomized controlled trials and
epidemiology studies have reported factors that exacer-
bate acne, including a diet containing high amounts of
high glycemic index foods, dairy, and meat products
and smoking and nicotine use.15 Sun protection should
also be advised as many acne medications increase pho-
tosensitivity (especially tetracyclines).
The following discussion focuses on pharmaceutical

topical and systemic treatment options available for acne
vulgaris, although physical modalities including acid
peels, photodynamic therapy, and 1,726-nm lasers (eg,
AviClear, Cutera; Accure, Accure Acne) can also be ef-
fective treatment options. Treatments are summarized
in Table 3. A treatment algorithm is provided in Figure 2.

Topical Treatments
Topical antiandrogen. Clascoterone is an androgen re-
ceptor antagonist available (US and Canada) in a 1%
cream formulation that is a relatively new agent in the
treatment of acne vulgaris for patients older than 12 years.
In a trial involving 1,440 patients in two randomized
groups, 18.4%and20.3%ofpatients treatedwith clascoterone
1% cream for 12 weeks achieved clear or almost clear on
the Investigator’s Global Assessment scale compared
with 9% and 6.5% for vehicle (P < .001). Clascoterone
is generally well tolerated, with the most common ad-
verse reactions being nasopharyngitis, headache, and
oropharyngeal pain.17

Topical antibiotics. Clindamycin and erythromycin
are the most common topically applied antibiotics for the
treatment of acne; their efficacy results from their antibac-
terial and anti-inflammatory properties. Clindamycin is
ADVANCES IN SKIN & WOUND CARE • FEBRUARY 2024 70
available in 1% formulations, and erythromycin is avail-
able in 2% formulations. Clindamycin is preferred be-
cause erythromycin has a greater risk of resulting in bac-
terial resistance.18 Because of increasing rates of antibiotic
resistance to clindamycin and erythromycin, a topical
minocycline 4% foam has recently been developed, with
demonstrated efficacy in clinical trials.19 As a tetracycline,
minocycline is also less susceptible to resistance than
clindamycin and erythromycin.19 The most common ad-
verse reactions include redness, dryness, and itchiness.
Antibiotic monotherapy is not advised because of the

risk of developing bacterial resistance. To mitigate this
risk, antibiotics are often used with benzoyl peroxide;
combination products are available with stable mixtures
of antibiotic and benzoyl peroxide or vitamin A deriva-
tives.5 In one trial, patients who applied clindamycin
1%/benzoyl peroxide 5% combination gel once daily
for 11 weeks showed a 61% reduction in inflammatory
lesions compared with 5% for placebo (P < .002) and a
36% reduction in noninflammatory lesions compared
with an 11% reduction for placebo (P < .004).20 Themost
common adverse reactions include dryness, scaliness,
and peeling.
WWW.ASWCJOURNAL.COM
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Figure 2. TREATMENT ALGORITHM
A treatment algorithm for acne based on subtype and severity. Adequate
clinical responses to treatment should be monitored and evaluated every 2
to 3 months to determine need for ongoing, maintenance, or escalation of
treatment.

Abbreviation: BP, benzoyl peroxide.
*Combination products.
**Only for females.
Reproduced from Asai et al.16
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Topical azelaic acid. Azelaic acid is a mild antibacte-
rial, anti-inflammatory, and anticomedolytic agent that
is applied topically in the form of 15% or 20% formula-
tion. It is typically an adjunctive treatment for acne, espe-
cially in treating post-inflammatory hyperpigmentation,5

but it has demonstrated efficacy as a monotreatment as
well. In one study, patients who applied azelaic acid 20%
gel twice daily for 45 days showed a 60% reduction in total
lesions compared with 20% for placebo (P = .002).21 Ad-
verse reactions include dryness, stinging, and burning.

Topical benzoyl peroxide. Benzoyl peroxide is an an-
tibacterial agent that has mild comedolytic properties,
with formulation strengths ranging from 2.5% to 10%.
It is an effective monotherapy for mild acne and is often
recommended for patients on antibiotics therapy, either
topical or oral, to prevent bacterial resistance.5,22 In one
trial, patients who applied benzoyl peroxide 5% gel once
daily for 3months showed a 77% reduction in inflamma-
tory lesions compared with 43% for placebo (P < .001)
WWW.ASWCJOURNAL.COM 71
and a 70% reduction in noninflammatory lesions com-
pared with 23% for placebo (P < .001).23 Benzoyl perox-
ide is routinely combinedwith clindamycin topically; al-
thoughC acne often develops resistance to clindamycin, it
will still be susceptible to benzoyl peroxide. Clindamycin
also provides an anti-inflammatory effect that helps re-
duce irritation from the benzoyl peroxide component.
Inform patients that benzoyl peroxide bleaches fabric,

to expect temporary contact irritation, and to cease use if
the irritation becomes severe. Adverse reactions include
contact allergic dermatitis, dryness, erythema, stinging,
and burning.

Topical dapsone. Dapsone is an anti-inflammatory
agent that is particularly effective in treating inflamma-
tory acne lesions and is more effective in women than
in men and adolescents.5 In one study, patients who ap-
plied dapsone 7.5% gel once daily for 12 weeks showed
a 55% reduction in inflammatory lesions compared with
48% for vehicle (P < .001) and a 45% reduction in non-
inflammatory lesions compared with 39% for vehicle
(P < .001).24 Inform patients that the coapplication of
dapsone with benzoyl peroxide can result in oxidation,
leaving a brown/orange discoloration of the skin that
can bewashed off. Adverse reactions of dapsone include
itching, dryness, burning, and erythema.

Topical retinoids. Retinoids are vitamin A deriva-
tives that have anti-inflammatory properties. However,
it is their potent comedolytic properties and their ability
to resolve precursors of comedones that make them a
core therapy of acne and maintenance after clearance.
As a result, retinoids are recommended as a monother-
apy for comedonal acne and in combination with other
treatments for inflammatory acne. The most commonly
used retinoids in the treatment of acne are tretinoin,
tazarotene, and adapalene, all of which are available in
various concentrations. In one trial, patients who ap-
plied tretinoin 0.05% gel once daily for 90 days showed
a 77% reduction in total lesions compared with 22% for
placebo (P = .001).25 Because of the irritation caused by
retinoids, advise patients to apply retinoids less frequently
initially before progressing to once-daily applications.
Adverse reactions include dryness, itching, and burn-
ing. These adverse effects may be mitigated with less-
frequent applications, shorter contact time, and using
oil-free noncomedogenic moisturizer 5 to 10 minutes
after application.

Topical salicylic acid. Salicylic acid is a comedolytic
agent commonly found in over-the-counter antiacne
products, with strengths varying between 0.5% and
2%.5 In one study, patients who applied salicylic acid
2% lotion twice daily for 12 weeks showed significant
reductions in both inflammatory (P = .022) and nonin-
flammatory (P < .001) lesions.26 However, these prod-
ucts have mostly been replaced by more advanced
ADVANCES IN SKIN & WOUND CARE • FEBRUARY 2024
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topical options, as described previously. Adverse reac-
tions include stinging, dryness, and itching.

Systemic Treatments
Antibiotics. Systemic antibiotics are first-line treatments
for moderate to severe forms of inflammatory acne that
are recalcitrant to topical therapy. Because of the risk of
developing resistance, antibiotic treatment length should
be kept as short as possible and be used in conjunction
with benzoyl peroxide. Benzoyl peroxide or retinoids are
also suggested for maintenance after completion of sys-
temic antibiotic therapy.5

Tetracyclines. Tetracyclines, including tetracycline, doxy-
cycline, and minocycline, are a family of bacteriostatic
anti-inflammatory agents. Tetracyclines are the preferred
option for systemic antibiotic therapy because of the lower
risk of developing bacterial resistance.5 Interestingly, tet-
racyclines have demonstrated efficacy even at sub-
antimicrobial doses. In one study, patients who took
doxycycline 20 mg twice a day (BID) for 6 months
showed a 54% reduction in noninflammatory lesions
comparedwith 11% for placebo (P < .01) and a 50.1% re-
duction in inflammatory lesions compared with 30% for
placebo (P = .04).27 Tetracyclines are not safe for use in
children younger than 8 years or in pregnant or lac-
tating individuals.
Doxycycline 100 mg BID provides useful antibacterial

coverage, including against community-acquiredmethicillin-
resistant Staphylococcus aureus. Long-term usage is often
administered for scarring acne when patients either are
not candidates for or choose to avoid oral isotretinoin.
Doxycycline at subantimicrobial doses of 40 mg daily
has the advantage of not altering the gut flora. Doxycy-
cline 40mg is available inNorthAmerica, but it is expen-
sive and may not be covered under drug plans. Doxycy-
cline in the pill form is preferred over capsules to reduce
the risk of esophagitis. Because of photosensitivity, doxy-
cycline is best taken after 4 PM in the summer months. It
can be takenwith the eveningmeal because its absorption
is reduced only by 20%with food or milk, or 1 hour prior
to bed with a full glass of water.
Sarecycline is the newest tetracycline class of antibiotic

approved for treatment of acne. In one trial involving
2,002 patients in two groups, 21.9% and 22.6% of patients
treatedwith sarecycline 1.5mg/kgper day achieved clear
or almost clear on the Investigator’s Global Assessment
scale compared with 10.5% and 15.3% for placebo.28

However, sarecycline is much more expensive than
other tetracyclines.

Macrolides. Macrolides, including azithromycin and
erythromycin, are bacteriostatic agents with anti-inflammatory
properties. Although macrolides are effective, they are
typically used only in the treatment of acne in patients
for whom tetracyclines are contraindicated (eg, during
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pregnancy, in children <8 years old) because of the
higher risk of developing resistance. For this reason,
erythromycin is not recommended.5 In one trial, patients
who received azithromycin 500mg three times perweek
for the first month, 250 mg three times per week for the
second month, and 250 mg two times per week for the
third month were compared with patients who took
doxycycline 100 mg daily for 3 months. Azithromycin
was as effective as doxycycline (P = .771), with the 3-
month inflammatory lesion count being reduced by
90% in the azithromycin group (P < .001) and by 88%
in the doxycycline group (P < .001).29 Adverse reactions
are typically gastrointestinal, including diarrhea and
epigastric burning.

Hormonal agents
Combination oral contraceptives.Combination oral con-
traceptives (COCs) contain both estrogen and proges-
tins, with efficacy in treating acne by lowering androgen
levels in women. They can be used effectively in con-
junction with other acne therapies, especially in patients
presenting with additional signs indicative of a hor-
monal etiology, including hirsutism. However, advise
patients that acne improvement with COCs is gradual
and typically takes at least three monthly treatment
cycles.5 In one trial, patients taking ethinyl estradiol
0.03 mg/chlormadinone acetate 2 mg for six cycles
saw a 55% decrease in noninflammatory lesions com-
pared with 32% for placebo (P < .001) and a 64% reduc-
tion in inflammatory lesions comparedwith 45% for pla-
cebo (P = .03).30 Screen patients for safety, because COC
use increases the risk of breast cancer, myocardial infarc-
tion, and venous thrombotic events, along with other
adverse events.31

Spironolactone. Spironolactone is an aldosterone an-
tagonist that has a diuretic with BP-lowering properties,
but also exhibits antiandrogenic effects. Although effec-
tive in treating acne, it is not recommended for men be-
cause of the high risk of developing gynecomastia.
Larger clinical trials assessing its efficacy are also lack-
ing. In one retrospective study, of patients who took
spironolactone 50 to 100 mg daily for up to 24 months,
33% cleared, 33% had marked improvement, and 27%
had partial improvement.32 Spironolactone is not recom-
mended as a first-line treatment because of frequent
adverse reactions including menstrual breakthrough
bleeding, amenorrhea, discharge from breasts, and diz-
ziness (which may be attributed to decreased BP).33

Isotretinoin. Isotretinoin is a vitamin A derivative used
for the treatment of severe nodulocystic acne or acne that is
recalcitrant to other forms of topical or systemic therapies.
As a potent teratogen, patients of child-bearing potential
must use two forms of contraceptives prior to starting isotret-
inoin. Advise menstruating patients to start isotretinoin on
WWW.ASWCJOURNAL.COM
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Figure 3. CASE 1
Man with moderate papulopustular acne involving the forehead, cheeks,
chin, neck, and upper chest.

Figure 4. CASE 2
Woman with severe nodulocystic acne involving the cheeks and temples.
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the second day of their menstrual period. Isotretinoin is best
absorbed when taken with food. In one trial, patients receiv-
ing an average maximum isotretinoin dosage of 1.2 mg/kg
per day saw a 32% reduction in cystic lesions after 2 months
compared with an increase of 58% for placebo (P < .008).34

Adverse reactions include skindryness, headaches, andmus-
cle aches. Monitoring of cholesterol, triglycerides, and liver
function is advised until response to treatment is achieved.
Isotretinoin is typically dosed at 0.5 to 1.0 mg/kg per

day. However, because adverse reactions are dose-
dependent, lower dosesmay be recommended to reduce
the risk. In a prospective study, patients treated with a
lower isotretinoin dose (0.3–0.4 mg/kg per day) for
3 months demonstrated a significant reduction in sever-
ity grade of acne (P < .0001).35 Some clinicians aim for
120 mg cumulative/kg total body weight. Thus, for a
70-kg patient, a cumulative dose would be 8,400 mg
(210 � 40-mg capsules).

EXAMPLE CASES
Patients provided consent for their case details and pho-
tographs to be published.
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Case 1
An 18-year-old man presented with moderate papulo-
pustular acne with forehead, cheeks, neck, and upper
chest involvement ongoing for 2 years (Figure 3). He
was previously prescribed topical benzoyl peroxide 5%
combined with clindamycin in a 1% gel by his family
physician with slight improvement noted. Given the in-
adequate response to topical therapy alone, the authors
started him on doxycycline 100 mg BID to be taken with
dinner (food will decrease absorption by approximately
20%) and at bedtime with a full glass of water, along
with topical adapalene 0.1%/benzoyl peroxide 2.5%
gel. The provider recommended that the patient take
the doxycycline later in the day to avoid photosensitiv-
ity. Response will be assessed in 3 months. Laboratory
tests will be monitored monthly. Roughly 25% of indi-
viduals may experience a transient increase in choles-
terol, with other adverse effects (low white blood cell
count) being less common.

Case 2
A 23-year-old woman presented with severe nodulo-
cystic acne, mainly involving the cheeks and temples,
ongoing for 3 years (Figure 4). She was previously pre-
scribed topical benzoyl peroxide 5% gel, topical tretinoin
0.05% cream, azithromycin 500 mg, and various over-the-
counter facialwashes and spot treatments containing salicylic
ADVANCES IN SKIN & WOUND CARE • FEBRUARY 2024
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acid with limited improvement noted. Given the lack of
response and severity of her acne, she decided to start
isotretinoin therapy. At 60 kg, her cumulative dose was
set at 7,200 mg (120 mg per kg body weight), taking
20-mg capsules twice daily with food for 6 months
(360 � 20-mg capsules). She was counseled on the im-
portance of avoiding pregnancy while on isotretinoin
and for 1 month after cessation of therapy. She had not
been sexually active and elected to continue to abstain
from sexual contact until 1 month after discontinuing
therapy. A negative pregnancy test was obtained prior
to starting isotretinoin, and the capsule was started on
the second day of her period. Individuals with child-
bearing potential who are sexually active should be on
two types of birth control and have monthly pregnancy
tests. Providers will assess response to treatment in
6 weeks.

CONCLUSIONS
Acne vulgaris is a common chronic skin condition that
impacts most individuals, usually during adolescence.
The severity of acne can range frommild cosmetic blem-
ishes in the facial region to painful suppurative lesions
over the entire body with systemic symptoms. Several
effective topical and systemic pharmaceutical treatments
are available to reduce the psychosocial impact of the
disease.

PRACTICE PEARLS

• Acne vulgaris consists of several subtypes including
comedonal, papulopustular, nodulocystic, and truncal.
• Acne vulgaris is a psychosocially ladened disease,
with many patients experiencing anxiety, social with-
drawal, reduced self-esteem, and depression.
• Acne treatment options are based on acne subtype and
severity.
• Effective topical and systemic therapies have anti-
comedolytic, antibacterial, or anti-inflammatory prop-
erties that target components involved in the pathogen-
esis of acne.
• The multiple potent properties of oral retinoids (de-
creased sebaceous gland size and anticomedolytic,
anti-inflammatory, and antibacterial properties) make
them a life-changing treatment for patients with moderate
to severe acne.
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