1. ACNE!
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The general approach to sunmarizing the key literature on acne was
to review rel evant sections of two nedical text books (Vernon and Lane,
1992; Paller et al., 1992) as well as journal articles chosen froma
MEDLI NE search of all English |anguage articles published between the

years of 1990 and 1997 on the treatnment of acne.

| MPORTANCE

Acne is the npbst common skin disorder seen in the United States,
affecting approximately 17 nillion persons (Tol man, 1992). Acne can
persist into mid-adulthood in some persons, and can al so present
initially in adulthood. Overall, acne affects approximtely ten percent
of the U S. population (G assman et al., 1993). Acne was the nost
comon reason for visits to dermatol ogi sts over the two year period from
1989 to 1990, accounting for 16.6 percent of all visits (Nelson, 1994).
Al t hough acne is not associated with severe norbidity, nortality, or
disability, it can produce psychol ogical effects. Furthernore, in
severe cases, ache can lead to physical scarring which nmay exacerbate

the enptional effects of the di sease.

SCREENI NG

Screening patients for acne is not reconmended.

DI AGNCSI S

Conmon acne is a disorder of the pil osebaceous glands and is
characterized by follicular occlusion and inflanmation (Paller et al.
1992). Acne occurs primarily on the face, but it can occur on the back
chest, and shoulders. Four factors contribute to the devel opment of

acne: 1) the sebumexcretion rate, 2) sebaceous |ipid conposition

Y This chapter is a revision of one witten for an earlier project
on quality of care for wonen and children (Ql). The expert panel for
the current project was asked to review all of the indicators, but only
rated new or revised indicators.
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3) bacteriology of the pilosebaceous duct, and 4) obstruction of the
pi | osebaceous duct. The anaerobi c bacteri um Propi oni bacteri um acnes
appears to play an inportant role in the pathogenesis of acne (Paller et
al., 1992). P. acnes is capable of releasing |ipolytic enzynes that
convert the triglycerides in sebuminto irritating fatty acids and
gl ycerol, which may contribute to inflammtion (Paller et al., 1992).
There are six types of acne |esions: conedones, papul es, pustul es,
nodul es, cysts, and scars. Individual patients may have one or nore
predoni nant type of lesion or a mixture of many lesions (Paller et al.
1992).
Wth the aimof guiding treatnent, Vernon and Lane (1992) and
d assman et al. (1993) recomend the follow ng history elenents in
di agnosi ng acne (Indicator 1):
« age at onset of acne;
e Jlocation (face, back, neck, chest);
e aggravating factors (stress, seasons, cosnetics, creans);
 previous treatnents;
« famly history of acne; and
e nmedications and drug use.
The physical exam nation should incl ude:
* location of acne;
e types of |esions present;
« severity of disease (nunbers of each type of |esion and
intensity of inflanmation); and
e conplications (extent and severity of hyperpignentati on and
scarring).
Location, previous treatnment, and potentially aggravating

nedi cations were felt to be especially inportant.

TREATMENT

Medi cal treatnent of acne is determ ned by the extent and severity
of disease, prior treatnents, and therapeutic goals. Each reginen nust
be followed for a minimum of four to six weeks before determ ning
whet her it is effective (Vernon and Lane, 1992). Table 1.1 lists

guidelines to be used in the treatnent of acne.
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Table 1.1

Cui del i nes for the Treatnment of Acne

Clinical Appearance Tr eat ment
Conedonal Acne - no inflanmatory Topi cal tretinoin or benzoyl
| esi ons per oxi de
Mld to Moderate | nflamatory Topi cal tretinoin and benzoyl

Acne - red papul es, few pustules peroxide and/or topical antibiotic
If acne is resistant to above
t herapy, add oral antibiotic.

Moderate to Severe Inflammatory Topi cal tretinoin; topica
Acne - red papul es, nmany anti biotic or benzoyl peroxide; and
pust ul es oral antibiotics

Sever e Nodul ocystic Acne - red Topi cal tretinoin; benzoyl peroxide
papul es, pustules, cysts and or topical antibiotic; oral
nodul es anti biotics; and consider

i sotretinoin

Source: Adapted from Weston and Lane (1991), Vernon and Lane (1992)
Nguyen (1994), and Tayl or (1991).

Tretinoin and Benzoyl Peroxide

Topi cal keratolytic therapy is reconmended as the prinary treatnent
for conedonal acne to prevent new acne lesions as well as to treat
preexisting ones (Paller et al., 1992). Two classes of keratolytics,
tretinoin (retin A) and benzoyl peroxide, can be used alone or in
conbination with each other and will control 80 to 85 percent of acne
(Taylor, 1991; Weston and Lane, 1992; Nguyen, 1994). Cream preparations
of both tretinoin and benzoyl peroxide should be used because they are
less irritating to the skin than gel fornms. Tretinoin has a propensity
to severely irritate the skin if used incorrectly. To avoid irritation
a low strength (0.025 percent) cream should be applied every other night
for one week and then nightly. |In addition, because skin treated with
tretinoin is nmore sensitive to sun exposure, sunscreen should be used
Tretinoin shoul d be avoi ded during pregnancy because of the potential of
phot oi soneri zation to isotretinoin, a teratogen (Wston and Lane, 1992;
Vernon and Lane, 1992). |nprovenent of acne after treatnent of

tretinoin can take six to 12 weeks and flare-ups of acne can occur
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during the first few weeks due to surfacing of the | esions onto the skin
(Nguyen, 1994). Benzoyl peroxide is avail able over-the-counter in
various strengths and applications (gels, creans, |otions, or soaps).

Al'l concentrations seemto be therapeutically equival ent (Nguyen, 1994).
M1l d redness and scaling of the skin may occur during the first week of

use.

Topi cal Antibiotics

Topi cal antibiotics decrease the quantity of P. acnes in the hair
follicles. However, they are less effective than oral antibiotics
because of their difficulty in penetrating sebumfilled follicules
(Nguyen, 1994). Topical erythromycin and clindamycin are simlar in
ef ficacy and can be used once or twice a day (Wston, and Lane, 1992;
Nguyen, 1994). Sone percut aneous absorption nmay rarely occur wth
clindanycin, resulting in diarrhea and colitis (Wston and Lane, 1992;
Nguyen, 1994). Topical antibiotics are frequently used in conbination
with keratolytics and are nobst useful for naintenance therapy if
i mprovenent after one to two nonths of oral antibiotics is observed
(Weston and Lane, 1992).

Oal Antibiotics

Patients with noderate to severe inflamatory acne will require
oral antibiotics in addition to topical therapy (Indicator 2).
Tetracycline and erythronycin are the nost comonly used systenic
antibiotics. Mnocycline is also effective with nore conveni ent dosing;
however, its cost limts its use to those patients with severe or

recal citrant acne (Nguyen, 1994; and d assman et al., 1993).

| sotretinoin

The oral retinoid isotretinoin has been very efficacious in
nodul ocystic acne resistant to standard therapeutic reginmens. In
appropriate reginmens, isotretinoin has resulted in |ong-termrem ssion
of acne in approximately 60 percent of patients treated (Weston and
Lane, 1992). Because of its severe teratogenicity, isotretinoin should
be avoi ded during pregnancy (Weston and Lane, 1992). Side effects of

i sotretinoin include dryness and scaliness of the skin, dry Iips and
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occasionally dry eyes and nose. It can also cause decreased ni ght

vi sion, hypertriglyceridenia, abnormal |iver function, electrolyte

i mbal ance, and el evated platelet count. d assman et al. (1993)
recommend nonthly liver function tests to nonitor potential for liver
toxicity (Indicator 4). Up to ten percent of patients experience mld
hair |oss, but the effect is reversible (Wston and Lane, 1992).

Because of the seriousness of these side effects, isotretinoin should be
reserved for patients with severe acne who have fail ed previous therapy
(I'ndicator 3)(d assnman et al., 1993; Nguyen, 1994; Vernon and Lane

1992; and Weston and Lane, 1992).

FOLLOW UP
Foll owup visits for acne should be scheduled initially every four
to six weeks. ldeal control is defined as no nore than a few new

| esi ons every two weeks (Weston and Lane, 1992).
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RECOVMENDED QUALI TY | NDI CATORS FOR ACNE

The following indicators apply to men and women age 18 and older who have acne. These indicators were endorsed by a prior panel and reviewed but not

rated by the current panel.

Indicator

Quality of
Evidence

Literature

Benefits

Comments

Diagnosis

1. For patients presenting with a chief
complaint of acne, the following history
should be documented in their chart:

a. location of lesions (back, face,
neck, chest),

b. previous treatments, and

c. medications and drug use.

Glassman, et al.,
1992; Vernon and
Lane, 1992

Improve acne;
decrease
psychological
effects of acne;
decrease potential
physical scarring.

An adequate history is necessary to determine
any potential causes or exacerbating factors of
the acne and to document severity and response
to treatments.

Treatment

2. If oral antibiotics are prescribed, papules
and/or pustules must be present.

Vernon and Lane,
1992; Glassman et
al., 1993; Weston
and Lane, 1992

Improve acne;
decrease
psychological
effects of acne;
decrease potential
physical scarring.

If only comedones are present, antibiotics should
not be prescribed since they are not effective for
comedones and have potential toxicities.

3. Ifisotretinoin is prescribed, there must
be documentation of cysts and/or

Vernon and Lane,
1992; Glassman et

Improve acne;
decrease

Isotretinoin has potential for liver toxicity. Its use
should be restricted to those with severe,

nodules. al., 1993; Weston psychological recalcitrant nodulocystic acne.
and Lane, 1992; effects of acne;
Nguyen, 1994 decrease potential
physical scarring.
Follow-up

4. If isotretinoin is prescribed, monthly liver
function tests should be performed, for
three months.

Glassman et al.,
1993

Prevent liver
disease.

Isotretinoin has the potential effects on the liver
such as toxicity or failure.

Quality of Evidence Codes

| RCT

11-1 Nonrandomized controlled trials
11-2 Cohort or case analysis

11-3 Multiple time series

1l Opinions or descriptive studies
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