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Patient perception on precipitating or aggravating factors for acne

Snigdha KSR!, Zakaria ASM?, Bhuiyan MSI?, Islam MT4, Islam M>, Rahman S, Haque AKMR”, Rahman MAS$

Abstract

Acne is a chronic inflammatory disease of the pilosebaceous

glands which is an aesthetically unpleasant and
embarrassing condition. Certain factors can precipitate or
aggravate this condition. This study was done to identify
factors believed by the patients that can precipitate or
aggravate acne in our population. One hundred (100)
patients with acne attending the Dermatology &
Venereology outpatient Department of Bangabandhu
Sheikh Mujib Medical University, Dhaka, from April 2014
to September 2014 were enrolled for the study. Patients
which

precipitated their acne by using a structured questionnaire

were enquired about factors aggravated or
and recorded for statistical analysis. Female patients (65%)
and students (50%) suffered more from acne. Younger
patients were more affected by the condition (56%). Use of
topical steroid 32%, exposure to sunlight 23%, cosmetics
24%, stressful events, food 14%, skin pricking 16%,
premenstrual period and dry weather 7% were found to be
responsible for acne aggravation in those participants. Acne

is more predominant in female patients and in younger age
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group who are more concerned with their cosmetic
disfigurement. Prevention can be a good option if we can
meticulously identify the aggravating factors.
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Introduction

Acne is a chronic inflammatory disease of the pilosebaceous
units which is characterized by seborrhea, formation of open
and closed comedons, papules, pustules and often nodules.!
The distribution of acne corresponds to the highest density
of pilosebaceous units in face, neck, upper chest, shoulders
and back.? Nodules and cysts comprise severe nodulocystic
acne. To some extent, it affects almost all people aged 15 to
17 years, though study of more than 2000 adults showed
that 3% of men and 5% of women still had definite mild
acne at the age of 40 to 49 years.>*> Some of the factors are
regarded as precipitating or aggravating factors for acne.

There is solid evidence of a genetic background for this
disease.%” A strong correlation of the disease with
influences of hormones, especially androgens was found in
some studies.? Certain foods can also aggravate it.” Use of
cosmetics can often aggravate acne.® Acne flare-ups can
occur in approximately 70% of females two to seven days
before menstruation. Stress can cause an alteration in the
hypothalamic-pituitary axis, which can lead to hormonal
and immune system changes. These changes may affect
acne development.!® Among other factors, excessive
cleansing of the skin, sunlight exposure, dry skin tight
clothing friction, athletic equipment or even backpack

were found to be responsible L7.1112,13

Some drugs like, halogenated compounds, progestogens,
oral contraceptive pill, corticosteroids, isoniazid, and
lithium are listed. EGF-receptor antagonists like gefitinib,
erlotinib, cetuximab have been identified as a trigger of
acne.!4  Psoralens and UVA (PUVA) therapy may

sometimes induce or aggravate acne.”

Acne is an aesthetically unpleasant and embarrassing
condition. Many misconception regarding the causative
factors of acne exist among people, and a lack of education
on acne possiblydisseminated these myths through ages.
There is also controversy on role of different factors among
the researchers. The primary purpose of this study was to
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find out patient’s perception of precipitating/aggravating
factors of acne among the Bangladeshi population.

Methods

This was a cross sectional observational study done in the
Department  of  Dermatology and  Venereology,
Bangabandhu Sheikh Mujib Medical University, Dhaka,
from April 2014 to September 2014. One hundred (100)
patients selected by purposive sampling, ageing 12-45 years,
of both sex with acne attending the outpatient department
was enrolled in the study. Patients taking topical or systemic
medicine for acne were excluded. After taking the formal
consent of the patient; detail history and examination were
performed and were recorded in a preset data form. Past
history of illness & any systemic disease were inquired
cautiously. All reports were properly recorded in the data
sheet. Patients were asked about their self-perception on
factors that precipitated or aggravated their acne and
recorded in the structured data sheet. The research protocol
was approved by the ethical committee of Bangladesh
College of Physicians & Surgeons (BCPS).

Results

Acne was present more in patients of age group 16 — 25
years. Of them 59.0% patients were in age group 16 — 20
years and 24.0% were in age group 21-25 years. Mean (SD)
age was 20.58+5.18 within range of 12 to 45 years. Female
patients were more in the study with a male to female ratio
of 1: 1.85. Highest patients were student (50.0%) followed
by service holder (24.0%), housewife (11.0%) and
unemployed (4.0%). Age of onset of lesion was highest
(56%) in age group 16-20 years. Only 29% had positive
family history for acne. (Figure-1 & Table-I)
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Figure-1: Bar diagram of patients by age

32

Table-I: Baseline demography of participants (n=100)

Age Frequency Percentage
12-15 6 6.0
16 -20 59 59.0
21-25 24 24.0
26 — 45 11 11.0
Sex

Male 35 35.0

Female 65 65.0
Occupation
Service 24 24.0
Housewife 11 11.0
Unemployed 4 4.0
Student 50 50.0
Other 11 11.0
Age of onset of lesion

12-15 21 21.0

16-20 56 56.0

21-25 16 16.0

26-45 7 7.0
Total 100 100.0

Highest number of patients had palpules (98.0%), followed
by comedone (96.0%) and pustule (42.0%). Cysts were
present in only 5 (5.0%) cases. (Table-1I)

Table-II: Types of lesions of the study participants (n=100)

Lesion Percentage (%)
Palpules 98.0
Comedone 96.0
Pustule 42.0
Cysts 5.0

Cheek (90.0%), forehead (84.0%) and chin (74.0) were the
most common sites of lesion followed by nose (29.0%),
shoulder (19.0%), upper back (18.0%), chest (17.0%), back
of neck (6.0%), front of neck (5.0%) and lower back (2.0%)
respectively. (Table-III)



Table-III: Distribution of lesions in different body parts

Body Part Percentage (%)
Cheek 90.0
Forehead 84.0
Chin 74.0
Nose 29.0
Shoulder 19.0
Upper back 18.0
Chest 17.0
Back of neck 6.0
Front of neck 5.0
Lower back 2.0

Pigmentation 86(86%) was present in highest number of cases
followed by scar 21%, pitting 10% and cysts 5% respectively.
Out of 100 patients, 53 patients had moderate severity type of
lesions. Most of the lesions (71.0%) were inflammatory.

In any stressful event acne flared up in 19(19.0%) cases. Dry
weather aggravated acne in 7.0% cases. Premenstrual period
was an aggravating factor in 9(9.0%) cases. Aggressive face
washing was related to acne in only 1(1.0%) case. Use of
topical steroid caused 32(32.0%) cases of acne aggravation.
Exposure to sunlight induced 23(23.0%) cases of acne flare
up. Cosmetics 24(24.0%), food 14(14.0%) and skin
pricking 16(16.0%) were also responsible for acne

aggravation. (Table-IV)

Table-IV: Distribution of patients by precipitating/
aggravating factors

Acne precipitating/ Frequency  Percentage

aggravating factors

Stressful event 19 19.0
Weather

Humid 5 5.0

Dry 7 7.0

Hot 4 4.0

Cold 3 3.0
Premenstrual period 9 9.0
Aggressive washing 1 1.0
Using steroids

Topical 32 32.0

Systemic 2 2.0
Medication other than steroids 9 9.0
Exposure of sunlight 23 23.0
Cosmetics 24 24.0
Food 14 14.0
Skin pricking 16 16.0
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Discussion

Acne is typically vacillating in its course. There are periodic
flares, some of which may be accounted for by various
triggers and aggravating factors. It is therapeutically
rewarding to identify the concerned triggers and aggravating
factors and be able to deal with them.

In this present study a total number of 100 patients
presented with acne were enrolled. Highest number of
patients were in between age 16-25 years. From this result, it
has been clearly focused that the younger age group of
patients were more vulnerable to acne. Similar to the present
study result, Rizvi and Chaudry, working with Pakistani
patients reported that acne vulgaris is a nearly universal skin

disease afflicting 79% to 95% of the adolescent population.®

Female patients were more predominant than male. Male
and female ratio was 1: 1.85 which indicates that female are
more vulnerable to the development of acne. Fung et al and
Kubota have reported that acne tends to affect more in
females than males in Asians.!>10 In another study Tsai et al
have reported that acne is associated with the female gender
which is consistent with the present study.!” Study from
Korea published by Yang et al also shows that female sex is
more commonly suffered by acne.!'®Higher number of
patients from this study were students (50.0%).This finding
was expected as the maximum number of patients was in the
age group of 16-25 years. Chiu et al. showed that students
suffered from acne flares which was associated with increase
stress during exam periods.19 In regard to onset of lesion,
maximum (56.0%) patients had age of onset of lesion in age
group 16-20 years. Similar result has been reported by Rizvi
and Chaudry.®

Cunliffe and Gollnickhave reported that premenstrual flares
occur in acne patients.!! The explanation offered is
hydration-induced cyclical narrowing of the pilosebaceous
orifice between days 16-20 of the menstrual cycle.”?
Progesterone and estrogen have pro- and anti-inflammatory
effects, and alteration or modulation of these hormones may
be another explanation.?? In contrast to these findings, in
our study only 9% of patients had premenstrual
accentuation of acne. Maximum (79.0%) patients were
unmarriedand clinical facial acne persisted into middle
age in 12% of women and 3% of men.

Highest number of patients in our study had oily skin
(86%) and only 6.0% had dry skin. Use of vegetable oils,
coconut oil, almond oil, olive oil, and rye oil is popular in
Bangladesh. Such oils are traditionally used as moisturizers
and revitalizers for body rubs and for hair dressing. Oils
forms an occlusive film over the applied area and cause
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comedogenesis and aggravation of acne in the acne prone areas
of the body.” Oils also cause folliculitis in the scalp, and on the
limbs and torso which sometimes complicates pre-existent
acne. In southern India, mineral-oil based pomades are
popular and frequently cause acne on the forehead.?
Occupational exposure to industrial greases, oils, and

petroleum products may cause folliculitis, and trigger acne.?!

In our patients any stressful event caused acne flares in
19.0% cases. Sulzberger and kligman emphasized on the
role of frustrating and stressful event on acne aggravation
which is also reflected in our study.?>23 Aggressive face
washing was related to only 1.0% case. Use of topical steroid
caused 32.0% cases of acne aggravation. Plewig and
Kligmandenotes that topical steroids can cause rapid
formation of acneiform eruptions. Role of topical steroids in

acne is now an established phenomenon.24

Exposure to sunlight induced 23.0% cases of acne flare up in
our study. There is report of Europeans developing a type of
acne after a beach holiday known as acne Mallorca.'l A
similar phenomenon has been observed in India and is

locally referred to as ‘Goa acne’.?>

From this study we found that cosmetics (24.0%), food
(14.0%) and skin pricking (16.0%) are also responsible for
acne aggravation. Similar result was reported by Kubba,
many cosmetics including some sunscreens are
comedogenic. Some well-known comedogenic cosmetic
ingredients are isopropyl myristate, cocoa butter, lanolin,

butyl stearate, stearyl alcohol, and oleic acid.”?

Our findings of various factors believed by the patients to
precipitate or aggravate acne were consistent with findings of
other contemporary studies. As social norms and culture are
important determinant of our daily customs, it was likely
that different population around the world would behave
different and the findings would not be very similar in some
instances. But some of the factors were common for all

groups of people and community, as reflected by our study.

In conclusion we can state that there are some precipitating
or aggravating factors responsible for acne flares. Acne is
more predominant in female patients and in younger age
group and students. Use of topical steroid, cosmetics use,
exposure to sunlight, stressful events, skin pricking, food
and premenstrual period are the most common precipitating

or aggravating factors for acne.

The study conducted did not represent the whole
population. The sample size was small. A case-control study
could give more direction to the association between acne

flare-ups and its precipitating/aggravating factors.
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