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Abstract
Acne can create a significant burden for people of all ages. However, the psychological consequences might often be overlooked. This re-
view comments on recent evidence in the field of psychodermatology, to highlight the importance of considering a person’s mental health 
in the treatment of acne. A range of presenting issues are discussed, and cases of underserved patients needing additional considerations 
are highlighted. This article considers how the psychological sequelae can contribute to the pathogenesis of acne, and discusses how psy-
chotherapeutic approaches can be of benefit to people experiencing appearance-related distress. Importantly, attention is paid to the need for 
clinicians to assess a patient’s wellbeing alongside their physical symptoms. In doing this, early intervention can be facilitated if psychological 
comorbidities are present, with referral to appropriate specialist services, where available. To improve treatment outcomes, the skin and the 
mind must be addressed together in a multidisciplinary approach to dermatology care.

Our skin is the largest and most visible part of us.1,2 It pro-
tects us, it represents us and it can play a role in defining 
who we are as individuals.3 Importantly, our skin facilitates 
a bidirectional relationship between our outer world and our 
inner experiences.1,2 The interactions between a person’s 
environment, emotions, biologic mechanisms and skin dis-
ease are closely linked, and there is a need to address the 
skin and the mind together.

Psychodermatology is a subspecialty of dermatology that 
focuses on the relationships between the brain, immune 
system, cutaneous nerves, and the skin.4 The field com-
bines dermatology with psychology and psychiatry in the 
management of two areas: (i) patients presenting with pri-
mary psychiatric conditions experiencing skin symptoms 
(e.g. delusional infestation); and (ii) patients presenting with 
primary skin disease experiencing psychosocial comorbid-
ity (e.g. acne).4 The establishment of psychodermatology 
as a discipline has led to the introduction of specialized clin-
ics offering tailored psychological support interventions to 
patients. Where available, these services involve dermatol-
ogy healthcare professionals working in collaboration with 
a clinical psychologist or psychiatrist, and will either refer 
patients to the onsite mental health practitioner or have 
them participate in consultations.4

The relevance of psychodermatology to clinical practice is 
shown by the significant psychosocial burden experienced 
by many people living with skin conditions.5 For primary 
skin diseases propagated by inflammatory pathways, such 
as acne, heightened levels of perceived stress can result in 
adverse effects.6 Acne is estimated to be the most common 
inflammatory condition treated worldwide,7 and was one of 
the most prevalent skin diseases in a population-based study 
of 44 689 people across 27 European countries (5.4%).8 
Acne is characterized by lesions on the body, affecting the 

face, neck, back and chest/torso.7 The condition presents 
with comedones, papules, pustules and nodules, and – in 
some cases – cysts, macular erythema, excoriation and 
changes in pigmentation, all of which can lead to scarring.7

The primary skin lesions caused by acne can cause pain 
and discomfort, but the impact of the condition extends 
beyond physical symptoms, and there can be psychological 
consequences. Having visibly different skin can be difficult, 
and there is wide-reaching societal pressure to conform 
to idealized images of ‘beauty’ advertised through the 
media.9 Exposure to appearance ideals in outlets including 
magazines might contribute to a process of internalization, 
whereby a person’s value and desire for social rewards are 
assigned to achieving a level of ‘attractiveness’.10 This could 
lead to a sense of ‘failure’ being experienced by people with 
skin conditions, if they cannot meet unrealistic standards of 
having a flawless appearance.9,10

Engagement with online content has also been associ-
ated with lower appearance satisfaction.9,11 Most recently, 
Adkins et al.12 investigated social media use in adults with 
acne, and found that, out of 650 people, there was a corre-
lation between individuals who spent more time on photo 
activities on Facebook and higher levels of stigmatization, 
mediated by ‘upward’ appearance comparisons (to people 
deemed to be ‘superior’).12 However, this was not con-
sistent across all platforms (e.g. using Facebook only, or 
Instagram) and requires further investigation to understand 
how variations in the use of social media could influence the 
processes involved in making social comparisons.12

Acne frequently develops during adolescence and can 
disrupt how a young person views themselves in relation 
to their peers if they do not look the same or ‘fit in’. There 
could be implications for the self-esteem of adolescents, 
who are transitioning through a critical period of change and 
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might be vulnerable to negative appraisals.13 Perhaps as a 
result of striving to meet unrealistic appearance standards, 
adolescents with acne can experience lowered self-attitude 
and self-worth, and an altered body image, when compared 
with those without acne.14

Although acne is common during adolescence, it can 
affect people of all ages. Ra et al. investigated the real-life 
experiences of people (aged < 10 to > 46 years) with acne 
via an online survey and found that, out of 2166 responses, 
acne affected all aspects of daily life; only 6.9% of people 
reported no negative impacts.15 Sixty per cent of respond-
ents had experienced a decrease in confidence, 57.1% had 
encountered verbal abuse from someone they know and 
44.2% had been bullied as a result of their skin condition.15 
For these reasons, many people with acne may develop 
comorbid mood disturbances.16

A 2020 meta-analysis found an association between acne, 
depression and anxiety, and suggested that there could be 
an increased prevalence of these disorders among adults.17 
Despite this potentially resulting from the over-representa-
tion of adults in clinical samples, it highlights how age and 
experience may not determine how well a person copes 
with acne. Perhaps unsurprisingly, a retrospective cohort 
study by Vallerand et al. found that – over a 15-year fol-
low-up period – the risk of developing major depressive dis-
order (MDD) was 18.5% for people with acne vs. 12.0% in 
the general population in the UK.18 Further, the probability of 
developing MDD was increased within the first 5 years and 
highest within 1 year of diagnosis, illustrating the profound 
impact of disease onset on patients.18 As well as depression, 
the prevalence of anxiety in patients with acne is estimated 
to be as high as 68.3% (Hospital Anxiety and Depression 
Scale), clearly illustrating the mental health burden of acne.19

In severe cases, people with acne may experience sui-
cidal ideation. A meta-analysis of suicidality in children and 
adolescents with skin conditions found that the prevalence 
of suicide attempts ranged from 0.08% (psoriasis) to 21.9% 
(acne), and there was an increased odds ratio for children 
with acne or atopic dermatitis attempting suicide.20 Further, 
Ra et al. found that 22.3% of 2166 respondents to an online 
survey had considered suicide as a result of their acne (of 
whom 32.7% were aged ≤ 18 years) and 76 had actively 
attempted suicide (of whom 31.6% were aged ≤ 18 years).15 

This appears to be similar in adults with acne, with a mul-
ticentre study of 213 adults with acne from 13 European 
countries reporting that 40.6% of their sample were wor-
ried about their appearance, 12.3% had experienced suicidal 
thoughts and 4% attributed their suicidality directly to their 
acne.21

When approaching treatment, a patient’s psychological 
wellbeing should be assessed as early as possible. This is 
important; a European study investigating body dysmor-
phic disorder (BDD) found that, out of 8295 participants, 
symptoms of BDD were five times more prevalent in people 
with skin conditions vs. healthy controls, and people with a 
range of common dermatological diagnoses (including acne) 
had a sixfold increased chance of experiencing symptoms 
of BDD.22 BDD is a psychiatric condition characterized by 
a person experiencing psychological distress arising from 
a preoccupation with minimal appearance-related flaws.13 
The association between skin conditions and BDD is com-
plex, as acne is often immediately noticeable and people 
may be on the receiving end of negative comments.15 As 
such, people with skin conditions often experience stigma,5 
and evidence suggests that stigmatization could be more 
of a predictor of BDD than depression, anxiety and suicidal 
ideation.22 However, the clinical severity rating of acne by 
a healthcare professional does not necessarily correlate 
with the level of psychological distress.13 For example, the 
highest chance of experiencing symptoms of BDD (11-fold 
increased chance) has been found to include people with 
conditions such as hyperhidrosis, which does not typically 
involve visible skin lesions.22

Potentially adding to the psychological burden of manag-
ing acne is how there can be frequent fluctuations in severity 
and appearance. Reflective of this, the ‘butterfly effect’ has 
been used to describe the fragile balance of small changes 
in the early stage of a condition that have a powerful influ-
ence on later states.23,24 Although several factors have 
been suggested to have implications for skin lesions (e.g. 
omega-3 fatty acids, chocolate and milk),25 the exact roles 
remain unclear and could be exacerbated by a lack of health 
education.24,25 What is most apparent is how the dearth of 
definitive answers surrounding dietary effects, combined 
with frequently held misconceptions, can contribute to the 
cumulative stress experienced by people with acne.

Indeed, Murray and Rhodes26 interviewed adults with 
acne and found that the stereotype of acne being a ‘teenage 
problem’ was common in social networks, often resulting in 
people feeling like they should have ‘grown out of it’.26 The 
absence of clear skin was interpreted by other people to be 
related to unhealthy lifestyle choices; these myths added to 
the stigma of living with acne in adulthood.26 Similar findings 
were reported in a qualitative investigation by Barbieri et 
al.,27 where adults felt separated from their peers as they 
did not know many people their own age with acne. As 
such, there was a sense of fatigue from the perpetuation of 
the unfulfilled wish for clear skin after progressing through 
 adolescence.27

If repetitive negative thoughts about appearance persist, 
people with acne may develop their own coping strategies 
or even resort to substance misuse.28 As suggested by the 
cognitive behavioural approach,29 Figure 1 illustrates how 
these thoughts can influence behaviour. To decrease dis-
tress, a person might rely on ‘safety behaviours’, to minimize 

Thoughts
(e.g. 'People are looking at my 
acne and they think I'm ugly')

Emo�on
(e.g. feel embarrassed, stressed, 

worried, anxious)

Behaviours
(e.g. don't make eye contact, 

stop going out, isolate)

Body sensa�ons
(e.g. muscles feel tense, 
swea�ng, heart racing)

Situa�on 

(e.g. going out in public) 

Figure 1 Example of a basic cognitive behavioural model.
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exposure to perceived ‘threats’, such as covering their skin 
with clothes and dressing differently, or seeking reassur-
ance from others.13 These strategies can be successful 
short-term solutions for immediately reducing distress aris-
ing from situations deemed as threatening, but they can 
become damaging when used in the long term.30 People 
may engage in behaviours such as concealment to hide their 
acne, which could result in a self-fulfilling prophecy,31 where 
attempts to disguise skin lesions (e.g. with heavy makeup) 
inadvertently attract more attention.13,31

An example of negative thoughts influencing behaviour 
is how people with acne may become avoidant.26,32 Based 
on Lethem’s theory of exaggerated pain perception,33 the 
fear-avoidance model of psychological difficulty following 
disfigurement explains how factors, including personality, 
life events and fear related to having a changed body (e.g. 
negative reactions from others), could determine a person’s 
perception of an event, and whether they rely on confron-
tation or avoidance.34,35 For example, the experiences of 
a person with acne and their level of fear (e.g. of receiv-
ing a negative comment) create the context for how they 
respond, and they may take steps to avoid certain situa-
tions, like socializing, in the future.35,36 If this behaviour is 
sustained over time, it could lead to social withdrawal.35 
Indeed, qualitative interviews have revealed how people 
with acne often avoid seeing friends and family when their 
skin condition flares up, and they also miss out on work 
and social events.32 Perhaps as a result of the potential for 
social isolation, there is a high prevalence of loneliness expe-
rienced by people with acne.37

Another misrepresentation surrounding the nature of acne 
is the view that patients may experience variations in levels 
of psychosocial impairment, based on gender and sexual 
identity. In reality, people who identify as transgender and 
individuals belonging to LGBTQ+ or sexual minority groups 
may be an underserved population in dermatology.38 This 
is particularly relevant for people diagnosed with acne, as 
although the treatments for the condition are the same for 
all genders, there are additional considerations for some 
patients.39 For example, testosterone therapy could poten-
tially worsen disease, isotretinoin may alter postoperative 
wound healing or acne might even improve with oestrogen 
therapy.39 For transgender people, acne could contribute to 
symptoms of gender dysphoria, and while not all patients 
will experience this, psychosocial distress could be height-
ened by a condition that has potential to alter both a person’s 
appearance and identity.40

Regarding identity, there could be implications for people 
with skin of colour and their sense of ethnicity. A study com-
paring the mental health outcomes of acne in people with 
skin of colour and White populations found there were no 
significant differences in psychological outcomes between 
ethnicities, for distress, depression and mental health.41 
These findings suggest that the impact of acne can be 
equally profound for all people, irrespective of ethnicity or 
skin colour. However, Pathmarajah et al. carried out a sys-
tematic review of studies investigating the treatment of acne 
in people with skin of colour and concluded that although 
the condition shares the same pathogenesis irrespective of 
race or ethnicity, there can be different clinical presenta-
tions.42 For example, darker skin types are associated with 
a heightened subclinical inflammatory response that can 

result in increased postinflammatory hyperpigmentation, 
as well as keloid scarring,42 which can affect quality of life 
(QoL). Indeed, people with postinflammatory acne-related 
hyperpigmentation could be stigmatized vs. people with 
clear skin, as a result of negative beliefs about appearance 
existing in the general population.43

In terms of assessing QoL, a range of measures are 
available. Despite this, Chernyshov et al. found that the 
majority of items included in current tools are of little rel-
evance to acne, and acne-specific health-related QoL 
measures do not include all of the relevant domains.44 As 
a result, there is a need to standardize QoL measures,45 
and work is being undertaken to create new acne-specific 
health-related QoL tools.44 For these reasons, the European 
Academy of Dermatology and Venereology Task Forces on 
QoL and Patient-Oriented Outcomes, and Acne, Rosacea 
and Hidradenitis Suppurativa issued a position statement 
recommending against the use of a single generic instru-
ment of assessment in rosacea, except when comparing 
the impairment of QoL in people with rosacea to healthy 
controls and/or other diseases.46

When considering treatment options, there is long-stand-
ing controversy surrounding isotretinoin and its association 
with depressive symptoms and suicidality.13 However, there 
is mixed research in terms of the level of risk. Paljarvi et al. 
compared mental health outcomes in database records of 
30 000 people in the USA taking isotretinoin and 44 000 
people taking antibiotics for acne, and found that taking 
isotretinoin could result in beneficial psychological effects.47 
Although current research suggests that clinical mood dis-
turbances are a rare side-effect, some clinicians might be 
hesitant to prescribe the drug, especially if a patient has a 
pre-existing mental health condition.13 Further, of a sample 
of 2166 people with acne, only 10.0% had tried isotretinoin, 
which could suggest that psychological distress is underes-
timated by some clinicians.15

In 2020, the Isotretinoin Expert Working Group was ini-
tiated by the Commission on Human Medicines to review 
the risks of psychiatric and sexual side-effects of isotreti-
noin, with the involvement of stakeholders and patients. The 
Report of the Commission on Human Medicines Isotretinoin 
Expert Working Group was published on 26 April 2023;48 as 
a result of gaps in the existing evidence, the report could not 
determine whether the drug causes psychiatric symptoms. 
It concluded that the risks of isotretinoin are balanced by the 
benefits, and proposed additional safety recommendations 
for healthcare professionals, including providing more infor-
mation on side-effects, assessing mental health, introduc-
ing stricter prescribing criteria for young people and working 
toward enhanced communication between clinicians; finally, 
the report highlights the need for further research.48

Although acne can contribute to a considerable psycho-
logical burden for adolescents and adults, many people do 
live well with skin conditions. Positive adjustment to vis-
ible difference can be enhanced by a range of protective 
factors to buffer against negative body image concerns 
and promote healthy coping.49 To increase a positive body 
image and decrease negative self-evaluations, people with 
visible differences have relied on social support from family 
and friends,50 developing a sense of acceptance of a vis-
ible difference as part of identity, and assigning worth to 
other aspects of the self and body (e.g. focusing on their 
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personality or physical functionality).51,52 In some cases, 
people have reported experiencing positive outcomes such 
as personal growth from living with a condition altering their 
appearance, including becoming more resilient and develop-
ing a desire to help other people.52 However, there could be 
an unmet need for additional support. The findings of Ra et 
al. indicated that 30.3% of respondents with acne felt they 
had been dismissed by a medical professional and 57.3% 
reported that they would benefit from having access to a 
specialized support line or group.15

Several psychotherapeutic techniques have been used 
to target the associated negative affect arising from living 
with a skin condition, such as acne.53 For example, cog-
nitive behavioural therapy uses strategies such as cogni-
tive restructuring to address negative thought processes 
and has been found to improve symptoms of anxiety and 
depression and severity of acne excoriée.54 Similarly, 
targeting stress that can contribute to disease worsen-
ing with stress-reduction techniques,55 biofeedback and 
cognitive relaxation could reduce the severity of acne vul-
garis.56 Another area that has attracted attention involves 
the application of mindfulness and self-compassion with 
a range of skin conditions to reduce reactivity to nega-
tive thoughts.36,57–60 As well as for patients themselves, 
mindful parenting has also shown promise as an effec-
tive intervention for carers of children with psoriasis and 
eczema, although further testing is required.61 However, a 
2022 systematic review of psychological therapies for skin 
conditions concluded that too few randomized controlled 
trials have focused specifically on conditions such as acne 
to determine the efficacy of interventions, pointing to the 
need for further research.62

By incorporating psychodermatology into treatment, there 
is an opportunity for early intervention to prevent appear-
ance-related concerns pathologizing and interfering with 
daily functioning and – importantly – treatment adherence. 
A systematic review and thematic synthesis by Ip et al. 
revealed that several relevant themes for people with acne 
influence treatment, including the view that acne is a ‘short-
term’ condition, frustration at other people minimizing the 
condition, the need to have perceived control of acne and 
its treatment, and the negative impact of receiving mixed 
advice.63 Behavioural change interventions can be used to 
increase perceived control and disseminate credible health 
information, to support the long-term management of 
acne.63

Despite the substantial evidence base for the relationship 
between acne and mental health, access to specialized psy-
chological support services is not equal across geographi-
cal locations,64 and could mean that many patient needs 
are going unmet.64–66 To address this, appropriate funding/
commissioning must be allocated to setting up clinics and all 
healthcare professionals should be trained to approach the 
psychological burden of living with a skin condition as being 
equally important as the physical symptoms.64–66 With con-
sideration of the acne Priority Setting Partnership ‘top 10’ 
recommendations, increased psychological support could 
improve management strategies and optimize short and 
long-term treatment outcomes.67

As clinicians, we must ask ourselves, ‘Is it really ever “just 
acne”?’
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Footnotes: ¥co-primary endpoints PASI 90 and IGA 0/1 at Week 16
Pso - Plaque Psoriais; PsA - Psoriatic Athritis
BIMZELX® (Bimekizumab) is indicated for the treatment of moderate to severe plaque psoriasis in adults who are candidates for systemic therapy. Bimzelx, alone or in combination with 
methotrexate, is indicated for the treatment of active psoriatic arthritis in adults who have had an inadequate response or who have been intolerant to one or more disease-modifying 
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