
 

 

 

ACNE 

 

“The Outcast” (or “Despair”), tempera on wood, Early Renaissance c. 1496,  

Sandro Botticelli 



Parrhasius was a prolific artist, but one who enjoyed the glory of his art with 

unparalleled arrogance, for he actually adopted certain surnames calling himself the 

“good timer” and in some other verses, “Prince of Painters”, who had brought the art to 

perfection, and above all saying he was sprung from the lineage of Apollo and that his 

pictures of Heracles at Lindos presented the hero as he had often appeared to him in 

dreams. Consequently when defeated by Timanthes at Samos by a large majority of votes 

the subject of the pictures being Ajax and the Award of the Arms, he used to declare in 

the name of his hero that he was indignant at having been defeated a second time by an 

unworthy opponent. He also painted some smaller pictures of an immodest nature, taking 

his recreation in this sort of wanton amusement.   

 

To return to Timanthes - he had a very high degree of genius. Orators have sung the 

praises of his Iphigenia, who stands at the altar awaiting her doom; the artist has shown 

all present full of sorrow, and especially her uncle, and has exhausted all the indications 

of grief, yet has veiled the countenance of her father himself whom he was unable 

adequately to portray....Indeed Timanthes is the only artist in whose works more is 

always implied than is depicted, and whose execution though consummate, is always 

surpassed by his genius.... 

 

Pliny the Elder, “The Histories”, Bk XXXV;  

77-79 A.D 

 

The period historians today call the Renaissance, represented one of the most astonishing 

periods of the cultural development of the West. Following the fall of the Western Roman 

Empire in 476 A.D, the West entered a protracted “Dark Age”, where little scientific or 

cultural progress seemed to occur, all intellectual development held in relative stasis for 

close on eight centuries, by religious dogma and superstition. Although the term “Dark 

Ages” is today considered “politically incorrect”, it is nonetheless entirely appropriate 

at least in relative terms. As William Manchester, wrote in his magisterial “A World Lit 

only by Fire”…. “Modern historians have abandoned that phrase, one of them writes, 

“because of the unacceptable value judgment it implies.” Yet there are no survivors to be 

offended. Nor is the term necessarily pejorative. Very little is clear about that dim era. 

Intellectual life had vanished from Europe. Even Charlemagne, the first Holy Roman 

Emperor and the greatest of all medieval rulers, was illiterate…”  

 

Around the Fourteenth century, the ancient knowledge, persevered largely in inaccessible 

form (to the West at least) at Constantinople and in the Islamic world began to be 

restored to the West, which took to its rediscovery with an insatiable thirst and an 

ungoverned curiosity. Over the next centuries the new learning would equal and then far 

surpass the ancients. This astonishing relearning would see its culmination in the 

Seventeenth century, as the “Age of Reason”, or the great “Enlightenment”; and the 

birth of the age of science as we know it today. By the Fourteenth century very little had 

survived. It was not simply the fall of Rome, there were many other factors, such as the 

disastrous loss of the great Library of Alexandria to fire and the rise of extreme religious 

dogma and oppression that contributed to the catastrophic collective loss of memory of 

the classical age. Records were fragmentary in the extreme - apart from a few great 

works which survived almost complete. Amoung these it was the works of the 

extraordinary Roman polymath and military commander, Pliny the Elder, (c.23- 79 A.D) 



that stand out as the greatest jewel in the crown of lost knowledge from a remote but 

fabulous age.  

 

Pliny wrote three monumental works, each veritable encyclopedias that summarized 

virtually all knowledge in their fields. Tragically the first two works did not survive the 

early middle ages, 31 volumes on the History of Rome and 21 volumes dedicated 

specifically to the history of the early wars Rome fought in Germania. Fortunately his 

best work has survived, “The Natural History”; 37 priceless volumes. The only Roman 

“encyclopedia” of the natural world to survive to the present day, is rich in fascinating 

anecdotes which bring Pliny’s times to vivid life. What is less well known about Pliny’s 

work of “science” however is that ironically the last five volumes give us our only written 

record of Greek and Roman Art! Pliny describes the geology of the world not in dry 

terms of locations of mines or amounts of precious metals produced, but rather the uses 

to which these were put to in the Arts - most fascinating of all he gives rich descriptions 

not only of fabulous works of Art which were produced from the natural products of the 

earth, but of the Artists themselves, very famous in their day, and who without Pliny’s 

work we would remain in complete ignorance of their existence. The greatest Artists of 

the early and high Renaissance studied Pliny’s books on Art intensely, they laboured 

mightily to emulate the ancient world’s achievements and above all to regain the lost 

prestige and exulted position that Art and the Artists themselves had once enjoyed, but 

had totally lost during the long ages of darkness, that came after the fall of Imperial 

Rome in the West.  

 

One particularly famous anecdote of Pliny’s that had a powerful appeal to early 

Renaissance Artists, was his story of the great rivalry between Parrhasius and 

Timanthes. Both were considered very great Artists, and were much sort after by 

powerful patrons. They had however very different personalities. Parrhasius was a 

showman, arrogant in the extreme, supremely confident in his own superiority over all 

others. His personality was overbearing, and intolerably flamboyant, he claimed descent 

from the god Apollo and insisted that the spirit of Heracles would visit him in his dreams 

- the Salvador Dali, it appears, of his day! Timanthes on the other hand was a humble 

and dignified man. Though both were very different people - there was no doubt at all 

that both were brilliant Artists and both had their supporters and detractors. It appears 

that on at least two occasions supporters for each had arranged direct competitions 

between the two, in order to decide finally who was the greatest. Pliny records that 

Timanthes - perhaps on a rematch - defeated Parrhasius by a large number of votes - a 

result that Parrhasius simply refused to accept. There is no doubt who Pliny favoured, 

Timanthes - he even goes so far to denigrate the character of Parrhasius, by the 

suggestion that he was a painter of “erotica” on the side, and liked to take his 

“recreation” in this “wanton” type of “art”.         

             

But in Timanthes we see a quiet and understated genius - the originator of the motif that 

sometimes “less is more”. Pliny tells of one of his most famous works, now sadly long 

lost, as are all Greek and Roman paintings (apart from some pitiful few and patchy 

frescoes). It tells the tragic story of Agamemnon’s sacrifice of his own daughter, 

Iphigenia. Agamemnon was so anxious to have the gods on side in his great war against 

Troy that he offered the life of his own daughter in sacrifice to them. We are told that we 

see the moment of Iphigenia’s execution, but the real impact is the looks of horror and 



despair of the assembled friends and members of the family. Each person displays heart 

rending grief, in particular her uncle Menelaus, whose wife Helen had been abducted by 

Paris, an event which sparked the war. Timanthes had to show in Agamemnon’s face the 

greatest anguish of all, but  having “exhausted all the indications of grief” in the other 

figures he was at loss as to how to do this. He solution was pure genius. He did not show 

the face of Agamemnon at all! Instead, we are told, he depicted Agamemnon isolated 

from the group, bent over in silent grief with his hands fully covering his face, unable to 

show it to anyone else. The grief we can imagine in our minds will always be more 

powerful than anything that can be depicted in art. By seeing less of Agamemnon, we, 

each of us, imagine in our own way the horror the moment drawn from our own deepest 

subconscious....the unknown holds more terror than the known...sometimes less is most 

definitely more.     

 

The Renaissance motif of “grief hidden” was taken directly from Pliny’s anecdote of 

Timanthes, we see it over and over; two poignant examples can be drawn from Sandro 

Boticelli, his “Pieta” of c. 1495 and his powerful image of despair in the “The Outcast” 

of c. 1496.          

 

When we encounter a young patient with severe acne, we must not underestimate the 

potentially devastating impact that this condition can have. This knowledge may assist us 

in attaining a truer holistic assessment of young patients with this affliction. The sense of 

despair and social isolation can have a significant impact on both their physical and 

mental health. Do not always expect that these feelings will be given over voluntarily, 

rather we must remain sensitive to the fact that the deepest grief is more often than not 

hidden.                   

 

 

“Pieta”, (detail), tempera on wood panel, c.1495-1500, Sandro Boticelli. 



ACNE 

Anatomy of hair follicles, (Teresa Winslow, PubMed Health). 

 

Introduction 

 

Acne is a chronic inflammatory disease of the pilosebaceous unit, with a genetic basis.  

 

It is common in adolescents and young adults, and is more severe in males. 

 

It results from:  

 

1. Androgen induced increased sebum production.  

 

2. Altered keratinisation  

 

3. Bacterial colonisation of hair follicles on the face, neck, chest and back by 

 Propionibacterium acnes 

 

4. An inflammatory response in the skin. 

 

The scarring that may occur from acne, particularly severe acne, can persist a 

lifetime and have long lasting psychosocial effects.  

 



Frequent comorbidities in acne include: 

 

1. Depression 

 

2. Social isolation  

 

3. Suicidal ideation  

 

Despite the plethora of topical and systemic treatments available for acne, there is a 

relative lack of quality evidence for its application.  

 

Of the systemic treatments available, oral isotretinoin remains the most effective well 

established treatment for acne that targets all the aetiological factors. 

 

Current guidelines for the treatment of acne are based largely on expert consensus and 

advocate a combination of topical agents in mild to moderate cases and reserve the use of 

systemic therapies for moderate to severe or refractory cases of acne. 

 

However, given the psychosocial impacts of acne, there is a strong argument for 

early, effective treatment with systemic therapy when topical and general measures 

have failed. 2 

 

Acne is a chronic disease prevalent in the adolescent population and, without appropriate 

treatment, it may cause potentially serious psychological damage and physical scarring.  

 

In order to effectively and rapidly reduce acne lesions, a combination therapy that targets 

as many of the underlying factors as possible should be considered.  

 

The emergence of P. acnes resistance requires a combination topical therapy and a low 

therapeutic threshold to introduce oral isotretinoin, which is a highly effective, well 

established treatment of acne and the only therapy that targets all of the aetiological 

factors of this disease. 

 

History 

 

Isotretinoin (13-cis retinoic acid) was introduced into clinical practice in 1982. 

 

Since then it has been the most effective treatment for acne and the only treatment that 

offers remission. 

 

Epidemiology 

 

Acne is common in adolescents and young adults, and is more severe in males.  

 

Onset peaks early in puberty, typically affecting adolescents around adrenarche (aged 9 - 

17 years) as this coincides with an increase in sebum production of sebaceous glands 

 

It usually resolves in males during their early twenties.  



 

Females are more likely to suffer ongoing acne which can persist into their thirties and 

forties. 

 

Pathophysiology 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Left: Normal skin. Middle: Whitehead. Right: Blackhead. 

 

A comedo is a blocked hair follicle (pore) in the skin. Keratin debris combines with 

sebum from a sebaceous gland to block the follicle. A comedo can be open (blackhead) or 

closed over by skin (whitehead), and may occur with or without acne  

 

 

Acne is a multifactorial, inflammatory disease of the pilosebaceous unit.  

 

It involves the interplay of four distinct processes: 

 

1. Excess sebum production caused by increased androgen production. 

 

 ● Acne only occurs in the presence of androgens.  

 

2. Altered keratinisation within the follicle and ductal occlusion; 

 

3. Proliferation and colonisation of the pilosebaceous duct by propionibacterium 

 acnes (P. Acnes).  

 

4. Release of inflammatory mediators into the skin. 

 

The exact sequence of events and how they are interconnected remain unknown; 

however, recent research suggests that these factors are more interrelated than was 

previously appreciated. 

 

 



Risk factors: 

 

1. Diet: 

 

This is an area of uncertainty, however some foods of  contemporary Western 

diets may be associated with an increased risk of acne. 

 

 ● Skim milk: 

 

♥ Androgens and hormonal mediators, such as the insulin-like 

 growth factor 1 found in milk, can survive processing and may 

 contribute to the excess sebum production seen in acne. 

 

There is some evidence that skim milk contains hormonal 

constituents in quantities that are sufficient to have biological 

effects in teenage boys. 

 

 ● High glycaemic index foods: 

 

♥ The high glycaemic index foods found in the typical adolescent 

 Western diets may also contribute to the development of acne.  

 

There is some evidence that adolescent boys with acne vulgaris 

may get some improvement in acne and insulin sensitivity after a 

diet with a low glycaemic load. However, further research is 

required to confirm this. 

 

2. Heredity: 

 

Hereditary factors have been implicated in the pathogenesis of acne, with:  

 

● A positive family history observed in severe cases of acne.  

 

● A correlation between twins 

 

Clinical assessment 

 

Important aspects of the initial assessment of a patient with acne includes: 

 

1.  Assessment of severity  

 

2.  Identification of any aggravating factors:   

 

● Systemic drugs  

 

● Topical products (e.g. cosmetics, sunscreens) 

 

  ● Occupation or leisure activities. 



 

3.  Considering hormone changes (in women) 

 

4.  Assessing the psychological impact.    

 

The clinical features of acne include: 

 

1. Seborrhoea 

 

And  

 

2. A spectrum of typical skin acne lesions. 

 

 Acne lesions can be classified as: 

 

● Non-inflammatory lesions (comedones or “blocked pores”) which can be: 

 

♥ Open (“blackheads”)  

 

Or   

 

♥ Closed (“whiteheads”).  

 

● Inflammatory lesions: 

 

 ♥ Red papules 

 

 ♥ Pustules: 

 

 ♥ Nodules (severe cases) 

 

 ♥ Cysts (severe cases) 

 

● Resolving lesions: 

 

♥ Macules  

 

♥ Scars 

 

The distribution of acne typically follows the areas of greatest density of pilosebaceous 

units, such as the face, neck, chest, shoulders and back. 

 

If the patient does not have comedones and only has pustules, acne is unlikely - (take a 

sample for cultures and reconsider the diagnosis) 

 

Severity: 

 

The severity of acne can be classified on the basis of: 



 

● Morphology 

 

● Extent 

 

● Quality of life 

 

Mild acne: 

 

● There are a few comedones and papulo-pustules, but no scarring. 

 

● Lesions are often confined to the forehead, nose and chin (the “T-section” of the 

 face) 

 

Moderate acne: 

 

● There are numerous papulo-pustules and comedones, with some nodules but no 

 scarring. 

 

● Lesions affect extensive areas of the face and sometimes the trunk 

 

Severe acne: 

 

● There are nodules, cysts and scarring. 

 

● Lesions may be confined to the face, but they also commonly affect the trunk. 

 

Psychological impact: 

 

In addition to the physical symptoms of inflammation, scarring and disfigurement, there 

are also long lasting psychosocial effects.  

 

Patients with acne may experience significant impairment to quality of life that is 

comparable with that experienced by patients with chronic illnesses, such as asthma, 

epilepsy, diabetes, back pain or arthritis.  

 

Irrespective of the degree of severity of acne, patients are at an increased risk of anxiety 

and depression compared with the non-affected population.  

 

The emotional aspects of the disease might not be immediately recognised or volunteered 

by the patient.  

 

It is important for clinicians to be aware of the significant psychological sequelae of 

acne.  

 

Differential diagnosis: 

 

Acne can be confused with other skin conditions, including: 



 

1. Folliculitis caused by bacteria or pityrosporum, (most commonly) 

 

2. Keratosis pilaris affecting the cheeks which can be misdiagnosed as acne in 

 infants and children.  

 

3. Milia, miliaria and neonatal cephalic pustulosis are also commonly misdiagnosed 

 as infantile acne. 

 

Investigations 

 

Investigations are not routinely necessary, unless there is suspected  

 

1. Complications; e.g. a spreading cellulitis.   

 

2. Underlying hormonal abnormalities 

 

The following may be considered: 

 

1. FBE 

 

2. CRP 

 

3. U&Es/ glucose 

 

4. Swab for M&C of purulent discharge  

 

Management  

 

Management involves the following modalities: 

 

1. General measures 

 

2. Topical treatments 

 

3. Oral medications 

 

4. Phototherapies  

 

5. Psychological support, as required. 

 

General measures: 

 

General measures include: 

 

1. Skin hygiene: 

 

 ● Soap-free face wash 



 

 ● Oil free moisturisers 

 

2. Avoidance of any known triggers: 

 

Examples of reported triggers of acne include: 

 

● Makeup 

 

● Sunscreens  

 

● Some medications/ drugs: 

 

 ♥ Corticosteroids  

 

 ♥ Anabolic steroids. 

 

Topical treatments: 

 

While there is a plethora of topical options available, there is a paucity of quality studies 

comparing relative efficacy among the different topical agents.  

 

Current guidelines are instead reliant on expert consensus for treatment rather than on 

evidence-based treatment 

 

There are 4 topical treatments: 

 

1. Keratinolytics: 

 

 Salicyclic acid: 

 

 ● Unblock pores by removing keratin plugs. 

 

Salicylic acid (a b-hydroxy acid) and glycolic acid (an a-hydroxy acid) are 

two chemical peels currently available as an adjuvant treatment for acne 

affecting the face.  

 

Chemical peels improve acne by minimising the abnormal pattern of 

keratinisation by causing desquamation, which reduces corneocyte 

cohesion and keratinocyte blockage, and allowing the promotion of 

normal epidermal differentiation.  

 

A downside to this is that it requires multiple treatments to be efficacious, 

which is costly and can have side effects of redness and irritation to the 

skin.  

 

Therefore, chemical peels do not replace the existing topical and systemic 

treatment available for acne. 



 

2. Antiseptics: 

 

 Benzoyl peroxide: 

 

● Benzoyl peroxide is an effective bactericidal agent that causes peeling of 

 the skin and is beneficial for acne with mild and transient irritation. 

 

It is a strong antimicrobial agent that has no known association with 

development of resistance. 

 

Use benzoyl peroxide 5 % as initial therapy for mild to moderate acne. 

 

It can be used in combination with topical antibiotics or a topical 

retinoid. 
 

However, side effects can make its use intolerable; and include cutaneous 

irritation, dryness, contact urticaria; contact dermatitis; and bleaching of 

clothes and bed linen.  

 

If irritation occurs, then lower strengths and less frequent application may 

be helpful. 

 

3. Topical retinoids: 

 

 These are used for 6 weeks and then effect is reviewed 

 

Topical retinoids, include: 

 

● Tretinoin (0.025 % in cream topically) 

 

● Adapalene (0.1 % in cream or gel topically) 

 

● Isotretinoin 

 

● Tazarotene 

 

These work by work by: 

 

● Reducing obstruction within the follicle through an action on abnormal 

 keratinisation  

 

● An anti-inflammatory action.  

 

 Side effects for topical retinoids include: 

 

● Local irritation (which can be severe) 

 



● Photosensitivity 

 

● Teratogenicity: 

 

♥ The current Australian therapeutic guidelines warn that topical 

 retinoids are teratogenic and state that they should be avoided in 

 women who are planning to become pregnant, are pregnant or 

 breastfeeding. 

 

4. Topical antibiotics: 

 

The primary topical antibiotics used for acne are: 

 

● Clindamycin 

 

● Erythromycin  

 

These agents have similar efficacy. However, there is growing concern about 

increasing P. acnes resistance, particularly with erythromycin. 

 

Therefore, the current Australian therapeutic guidelines suggest the use of a 

combination of: 

 

● BPO and topical retinoid gel (benzoyl peroxide/adapalene 2.5% / 0.1%)  

 

Or  

 

● BPO and Clindamycin gel (benzoyl peroxide / clindamycin 5% / 1%).  

 

In general antibiotic topical monotherapy should be avoided; however, 

clindamycin alone can be used if the patient’s skin is prone to irritation with other 

acne treatments. 

 

Oral medications: 

 

The principal oral agents used in acne are: 

 

1. Oral antibiotics: 

 

Despite the growing concerns surrounding antimicrobial resistance, initial 

treatment for moderate to severe acne is an oral antibiotic - for both antimicrobial 

and anti-inflammatory effects  -  they can be used in combination with topical 

retinoid and benzoyl peroxide. 

 

 Options include: 

 

● Doxycycline 50-100 mg orally once daily for 6 weeks is the first line 

 agent of choice  



 

● Minocycline (50-100 mg orally once daily for 6 weeks is second line 

 choice 

 

● Erythromycin 250 - 500 mg twice daily for 6 weeks can be used if 

 tetracyclines are contraindicated (e.g. pregnancy / allergy/ not tolerated).  

 

2. Anti-androgenics: 

 

● The combined oral contraceptive pill is used.  

 

 This reduces androgen-mediated sebum production. 

 

Current Australian guidelines, suggest that the COCP most likely to 

improve acne is one that contains cyproterone acetate. 

 

The benefit from COCP is slow and may not be apparent for 3 months, so 

a 6 month trial is recommended. 

 

3. Spironolactone: 

 

● Spironolactone is a diuretic and anti-androgen drug that works by blocking 

 androgen receptors when administered at increased doses.  

 

Spironolactone is useful to treat acne in female patients when COCP is 

contraindicated, not tolerated or desired, or insufficient as monotherapy.  

 

It can be used in male patients, but may have the adverse effect of 

feminisation,(ie gynaecomastia).  

 

 

Pregnancy should be excluded before commencing therapy in women, as 

there is a risk of defective virilisation of the male fetus. 

 

4. Oral retinoids: 

 

 Isotretinoin: 

 

● Since isotretinoin (13-cis retinoic acid) was introduced in 1982, it has been 

 the most effective treatment for acne and the only treatment that offers 

 remission. 
 

Its efficacy is due to the fact that it targets all four known components 

involved in the development of acne. 

 

A widely accepted standard dosing of isotretinoin in severe cases of acne 

is a starting dose of 0.5 mg/kg/day for the first 4 weeks, increase to 1 



mg/kg/day, then continuation until a cumulative dose of 120 - 150 mg/kg 

is reached and tolerated by the patient. 

 

For very severe cases that involve large areas of inflammatory lesions, a 

course of prednisone 20 - 40 mg a day and starting at lower doses of 

isotretinoin to prevent severe flares may also be warranted 

 

Use of oral isotretinoin is tightly regulated because of its well known 

teratogenic effects and is available in many countries only through 

specialist care. 

 

Phototherapies: 

 

Lasers and light-based devices for acne have been increasingly used over the past few 

years.  

 

Light therapy, in the form of blue light and blue and red light, can treat active acne 

causing the destruction of the propionibacteria through targeting the porphyrins produced 

by these bacteria.  

 

Evidence exists that light therapy is a safe and efficacious treatment of acne. 

 

Disposition: 

 

Patients who require oral isotretinoin should be referred to a specialist dermatologist.   

 

Patients with severe anxiety and/ or depression may require additional psychological 

support.    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 1 

 

Top left: Clinical photograph of a 16-year-old male patient with severe nodulocystic acne 

affecting the face. 

 

Top Right: Clinical photograph of a 16-year-old male patient with severe nodulocystic 

acne affecting the back 



 

Bottom left: Clinical photograph of a 14-year-old male patient with severe nodulocystic 

acne and scarring of the face and chest  

 

Bottom right: Clinical photograph of an 18-year-old male patient with extensive 

hypertrophic scarring over the shoulders 
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