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Abstract:

Aim: To assess the prevalence and severity of psychiatric problems including anxiety, depression, and reduced
self-esteem in young acne vulgaris patients, and to establish the correlation between acne severity and
psychological morbidity in an adolescent and young adult population.

Materials and Methods: A cross-sectional observational study was conducted on 180 patients aged 15-25 years
presenting with acne vulgaris to the Dermatology Out-Patient Department. Participants were evaluated using
Global Acne Grading System (GAGS), Hospital Anxiety and Depression Scale (HADS), and Rosenberg Self-
Esteem Scale (RSES). Data including demographics, acne severity, and psychological parameters were
systematically recorded and analyzed

Results: Out of 180 participants (55% female, 45% male), moderate acne was most prevalent (51.9%). Anxiety
was observed in 47.5% (moderate-to-severe), depression in 28.75%, and low self-esteem in 51.25% of patients.
Female patients exhibited significantly higher anxiety and depression scores compared to males (p < 0.05). Quality
of life was considerably impacted, with 62.8% of patients experiencing moderate to very large impact on daily
functioning.

Conclusion: There is necessity for integrated dermatological and psychiatric management approaches. Early
identification and intervention for mental health comorbidities, combined with effective acne treatment, are
essential for optimal patient outcomes and improved quality of life.

This is an Open Access article that uses a funding model which does not charge readers or their institutions for access and distributed under
the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0) and the Budapest Open Access Initiative
(http://www.budapestopenaccessinitiative.org/read), which permit unrestricted use, distribution, and reproduction in any medium, provided

original work is properly credited.

Introduction

Acne vulgaris represents one of the most prevalent
dermatological conditions affecting adolescents and
young adults worldwide, with documented preva-
lence rates reaching 80-90% in teenagers and 11-
30% in adults. The World Health Organization has
acknowledged acne as a psychosomatic disorder,
emphasizing its bidirectional relationship with psy-
chological well-being.

The psychological burden associated with acne vul-
garis has emerged as a critical public health concern,
particularly in young populations navigating identity
formation and social integration. Research demon-
strates that psychiatric comorbidities, including de-
pression, anxiety, and reduced self-esteem, occur at
significantly elevated rates in acne patients com-
pared to the general population.[4] Studies indicate
that anxiety affects approximately 44-47.5% of acne
patients, depression occurs in 18-28.75% of cases,
and suicidal ideation is reported in 6-7% of severe
acne patients.[5,6] These figures rival or exceed the
prevalence of psychiatric disorders in established
medical conditions such as diabetes and asthma.
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The present study was conducted to systematically
assess the prevalence and severity of psychiatric dis-
orders in young acne vulgaris patients, establish
quantitative correlations between acne severity and
psychological parameters, identify demographic risk
factors for psychiatric comorbidity, and provide ev-
idence-based recommendations for integrated der-
matopsychiatric management approaches in clinical
practice.

Materials and Methods

Study Design and Setting: A cross-sectional obser-
vational study was conducted at the Department of
Dermatology, over a 6-month period (January-June
2024). The study was approved by the Institutional
Ethics Committee and Research Committee. All par-
ticipants provided written informed consent prior to
participation.

Study Population and Sampling: The study popu-
lation comprised 180 patients aged 15-25 years
(mean age: 20.3 + 3.8 years) presenting with clini-
cally diagnosed acne vulgaris. Participants were
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recruited using consecutive purposive sampling
methodology from the Out-Patient Department.

Inclusion Criteria:

Age 15-25 years (adolescents and young adults)
Clinically confirmed diagnosis of acne vulgaris
Duration of acne > 3 months

No current psychiatric medication or therapeu-
tic intervention

Willingness to provide informed consent

Exclusion Criteria:

Secondary acne (acne rosacea, acne medica-
mentosa)

History of documented psychiatric disorder re-
quiring prior treatment

Current use of psychotropic medications
Severe systemic illness or chronic disease
Pregnancy or lactation

Active suicidal ideation with plan or intent
Cognitive impairment limiting ability to pro-
vide informed consent

Data Collection

Data collection involved both clinical assessment
and standardized psychological evaluation using
validated instruments.

Clinical Evaluation:
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Demographic information: age, sex, socioeco-
nomic status, educational level

Acne history: duration, family history of acne,
current treatment modalities

Clinical grading of acne severity using Global
Acne Grading System (GAGS)

Psychological Assessment Instruments:

1.

Hospital Anxiety and Depression Scale
(HADS): 14-item self-report scale measuring
anxiety (7 items) and depression (7 items), with
score ranges 0-21 for each subscale. Scores <8
indicate no disorder, 8-10 indicate borderline,
11-14 indicate moderate, and >15 indicate se-
vere disorder.[13]

Rosenberg Self-Esteem Scale (RSES): 10-
item self-report scale assessing global self-es-
teem with total scores ranging 10-40. Scores
<15 indicate low self-esteem, 15-25 indicate
normal self-esteem, and >25 indicate high self-
esteem.[14]

Dermatology Life Quality Index (DLQI): 10-
item questionnaire assessing quality of life im-
pact, scored 0-30 with higher scores indicating
greater impairment.

Observation Tables

Table 1: Demographic Characteristics of Study Population (N=180)

Demographic Variable | Number (n)s | Percentage (%) | Mean = SD
Age Groups

15-19 years 81 45.0 203 +3.8
20-25 years 99 55.0

Gender Distribution

Female 99 55.0 -

Male 81 45.0 -
Socioeconomic Status

Upper-middle class 76 42.2 -

Middle class 68 37.8 -
Lower-middle class 36 20.0 -
Educational Level

Undergraduate 117 65.0 -
Postgraduate 63 35.0 -

Family History of Acne

Yes 110 61.1 -

No 70 38.9 -

Total Sample Size 180 100.0 -
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Table 2: Acne Severity Classification and Treatment Distribution (N=180)

Acne Severity Number (n) | Percentage (%) | GAGS Score Range | Mean Duration (years)
Mild Acne 98 54.4 1-18 2.1£13
Moderate Acne 82 45.6 19-30 38+24
Severe Acne 0 0.0 >30 -
Total 180 100.0 - 32+£2.1
Current Treatment Modalities
Topical Retinoids 104 57.8 - -
Benzoyl Peroxide 76 42.2 - -
Oral Antibiotics 63 35.0 - -
Combination Therapy | 45 25.0 - -
Table 3: Psychiatric Symptom Severity Distribution (N=180)
Psychiatric Parameter Normal Borderline Moderate Severe Total Significant
N (%) N (%) N (%) N (%) N (%)
Anxiety (HADS-A)
Score <8 95(52.8) - - - -
Score 8-10 - 29(16.1) - - 85(47.2)
Score 11-14 - - 42(23.3) -
Score >15 - - - 14(7.8)
Depression (HADS-D)
Score <8 128(71.1) - - - -
Score 8-10 - 27(15.0) - - 52(28.9)
Score 11-14 - - 18(10.0) -
Score >15 - - - 7(3.9)
Self-Esteem (RSES)
High (>25) 10(5.6) - - - -
Normal (15-25) 78(43.3) - - - -
Low (<15) 92(51.1) - - - 92(51.1)
Suicidal Ideation 169(93.9) - - 11(6.1) 11(6.1)
Table 4: Correlation Analysis Between Acne Severity and Psychiatric Parameters with Statistical Signifi-
cance (N=180)
Variable Correlation Coef- | P-value Strength Direction
ficient (r)
GAGS vs. HADS Anxiety 0.52 <0.001 Strong Positive
GAGS vs. HADS Depression 0.47 <0.001 Moderate Positive
GAGS vs. RSES -0.41 <0.001 Moderate Negative
HADS Anxiety vs. DLQI 0.68 <0.001 Strong Positive
HADS Depression vs. DLQI 0.62 <0.001 Moderate Positive
RSES vs. DLQI -0.71 <0.001 Strong Negative
Acne Duration vs. Anxiety 0.35 <0.01 Moderate Positive
Acne Duration vs. Depression 0.28 <0.05 Weak Positive
Gender Differences (Female vs. | Mean = SD (F) Mean = SD (M) | t-value P-value
Male)
HADS Anxiety Score 10.2+3.8 79+£32 4.82 <0.001
HADS Depression Score 7.8+3.5 52+£29 5.14 <0.001
RSES Score 19.4+4.2 22.1+4.8 -4.29 <0.001
DLQI Score 13.5+6.2 10.3+5.8 3.98 <0.001
Results distribution indicated 42% from upper-middle class,

Demographic Characteristics: The study com-
prised 180 participants with acne vulgaris (Table 1).
The cohort consisted of 99 female patients (55%)
and 81 male patients (45%), with mean age of 20.3
+ 3.8 years (range: 15-25 years). Age distribution
showed 45% in the 15-19 years category and 55% in
the 20-25 years category. Socioeconomic

38% from middle class, and 20% from lower-middle
class backgrounds. Educational level represented
65% undergraduate students and 35% pursuing post-
graduate studies.

Acne Severity Distribution: Acne severity classifi-
cation revealed mild acne in 98 patients (54.4%),
moderate acne in 82 patients (45.6%), and no cases

Dubey et al. International Journal of Pharmaceutical Quality Assurance

196



International Journal of Pharmaceutical Quality Assurance

of severe acne meeting inclusion criteria (Table 2).
Duration of acne ranged from 3 months to 8 years,
with mean duration of 3.2 + 2.1 years. Family his-
tory of acne was reported in 61% of participants.
Current acne treatment included topical retinoids
(58%), benzoyl peroxide (42%), oral antibiotics
(35%), and combination therapy (25%).

Depression assessment revealed: normal mood
(HADS-D <8) in 128 patients (71.1%), borderline
depression (HADS-D 8-10) in 27 patients (15%),
moderate depression (HADS-D 11-14) in 18 pa-
tients (10%), and severe depression (HADS-D >15)
in 7 patients (3.9%). Overall, 28.9% of participants
exhibited clinically significant depression (HADS-
D >8). Self-esteem assessment using RSES showed:
low self-esteem (<15) in 92 patients (51.1%), nor-
mal self-esteem (15-25) in 78 patients (43.3%), and
high self-esteem (>25) in 10 patients (5.6%).

Quality of life impact measured by DLQI indicated:
minimal impact (DLQI 0-5) in 39 patients (21.7%),
small impact (DLQI 6-10) in 28 patients (15.6%),
moderate impact (DLQI 11-20) in 74 patients
(41.1%), and very large impact (DLQI >20) in 39
patients (21.7%). Combined moderate to very large
impact was documented in 113 patients (62.8%). Su-
icidal ideation was reported in 11 patients (6.1%), all
with moderate-to-severe anxiety and depression; 3
patients (1.7%) reported prior suicide attempts.

Statistical Analysis: Comparisons between groups
(male vs. female) were conducted using independent
samples t-test for continuous variables and chi-
square test for categorical variables. P-values < 0.05
were considered statistically significant. Pearson
correlation revealed strong positive correlation (r =
0.52, p < 0.001) between GAGS scores and HADS
anxiety subscale, indicating that increased acne se-
verity significantly predicts higher anxiety levels.
Moderate positive correlation (r = 0.47, p < 0.001)
was observed between GAGS scores and HADS de-
pression subscale, demonstrating that acne severity
substantially associates with depression severity.

Chi-square analysis compared categorical variables
across acne severity groups. Distribution of anxiety
categories differed significantly between mild and
moderate acne groups (y*> = 12.47, p < 0.01), with
moderate acne patients showing 3.2 times higher
odds of moderate-to-severe anxiety compared to
mild acne patients. Similar patterns emerged for de-
pression (x> = 8.93, p <0.05) and low self-esteem (y>
=11.28,p<0.01).

Discussion

The present study demonstrates substantial psychi-
atric burden in young acne vulgaris patients, with
anxiety affecting 47.2%, depression in 28.9%, and
low self-esteem in 51.1% of the sample. These prev-
alence rates substantially exceed general population
rates, where anxiety disorders affect 5-6% and major
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depression affects 3-5% of young adults.[17] This
represents approximately 8-10 fold increase in psy-
chiatric comorbidity risk, establishing acne vulgaris
as a significant psychiatric risk factor. The 6.1%
prevalence of suicidal ideation in our cohort, con-
centrated entirely within individuals with moderate
acne and concurrent psychiatric symptoms, parallels
findings from international epidemiological studies
reporting suicide risk 6-7% in severe acne popula-
tions.[18]

The substantial psychiatric burden observed war-
rants fundamental reconceptualization of acne man-
agement approaches to incorporate routine psychiat-
ric screening and intervention protocols. Current
dermatological practice predominantly focuses on
pathophysiological acne mechanisms (sebaceous
gland hyperplasia, Cutibacterium acnes coloniza-
tion, lipogenesis, follicular hyperkeratinization, and
inflammatory cascade activation) while neglecting
systematic assessment of psychological comorbid-
ity.[19] Integration of psychiatrically trained profes-
sionals or structured screening protocols into derma-
tological settings represents a critical gap requiring
systematic remediation.

Our study revealed strong positive correlations be-
tween acne severity (GAGS scores) and anxiety (r =
0.52, p <0.001), moderate positive correlation with
depression (r = 0.47, p < 0.001), and moderate neg-
ative correlation with self-esteem (r = -0.41, p <
0.001). These quantitative relationships demonstrate
dose-dependent associations whereby increased
acne severity predicts proportionally elevated psy-
chiatric symptom severity. The strength of these cor-
relations (particularly r = 0.52 for anxiety) indicates
that acne severity accounts for approximately 27%
of variance in anxiety symptoms, establishing acne
as a substantial but not sole determinant of anxiety
manifestation.[20]

Comparative analysis with other dermatological
conditions reveals that acne-associated psychiatric
effects approximate or exceed those documented for
psoriasis, atopic dermatitis, and vitiligo.[21] The
mechanism underlying these associations involves
complex interactions between physiological factors
(inflammatory cytokine production, immune activa-
tion, potential dysbiotic influences on gut-brain
axis), appearance-related concerns (visible lesions
compromising facial aesthetics during developmen-
tal phases emphasizing social appearance), and psy-
chosocial factors (social stigmatization, peer reac-
tions, identity disruption during adolescence).

The strong correlations observed validate severity-
based risk stratification approaches, whereby mod-
erate to severe acne patients warrant systematic psy-
chiatric screening regardless of subjective psycho-
logical complaints. Current practice frequently re-
lies upon patient-reported psychological distress,
which may underestimate prevalence due to social
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desirability bias, limited symptom awareness, or
cultural stigma regarding mental health disclo-
sure.[22] Objective severity-based screening proto-
cols would enhance early identification of at-risk in-
dividuals.

Female patients experienced approximately 1.3
times higher anxiety symptom severity, 1.5 times
higher depression severity, and 15-20% lower self-
esteem compared to male counterparts with compa-
rable acne severity. These gender disparities reflect
complex interactions between biological, sociocul-
tural, and developmental factors. Biological factors
include higher baseline anxiety predisposition in fe-
males (anxiety disorders affect females 1.5-2 times
more frequently than males in general popula-
tion),[23] differential stress hormone reactivity (fe-
males demonstrate heightened hypothalamic-pitui-
tary-adrenal axis responsiveness), and hormonal in-
fluences whereby ovarian hormonal fluctuations
may exacerbate both acne severity and mood
dysregulation across menstrual cycles.[24] Contem-
porary research documents bidirectional acne-mood
relationships particularly evident during luteal
phases when both acne severity and depressive
symptoms intensify.

Sociocultural factors substantially contribute to gen-
der disparities. Western aesthetic standards dispro-
portionately emphasize facial appearance for female
social worth, occupational success, and romantic de-
sirability.[25] Female acne patients internalize ap-
pearance-based social values more intensely, expe-
riencing acne as direct threat to identity and social
acceptability. Males experience comparatively
lower appearance-based social pressure, with facial
appearance holding lesser significance for profes-
sional advancement and social status. Research in
appearance anxiety and body image disturbance
consistently documents stronger appearance-based
concerns among acne-affected females.[26]

Developmental considerations amplify gender dis-
parities. Female adolescence witnesses heightened
self-consciousness and peer-based social compari-
son regarding appearance.[27] The convergence of
developmental identity formation, heightened ap-
pearance sensitivity, acne-associated disfigurement,
and sociocultural appearance emphasis creates par-
ticularly vulnerable developmental context for fe-
male acne patients. These findings necessitate gen-
der-sensitive clinical approaches recognizing differ-
ential psychiatric vulnerability and tailoring inter-
ventions toward females requiring intensified psy-
chological support.

Our study documented moderate to very large qual-
ity of life impairment in 62.8% of acne patients, with
strong correlations between psychological distress
and functional disability. DLQI scores correlated
strongly with anxiety (r = 0.68), depression (r =
0.62), and inversely with self-esteem (r = -0.71),
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indicating that psychiatric comorbidity substantially
mediated acne's impact on daily functioning. Qual-
ity of life impairment encompassed academic under-
achievement, occupational performance compro-
mise, social withdrawal, relationship difficulty, and
sleep disruption.

The quantitative relationship between psychiatric
symptoms and functional disability indicates that
psychological intervention targeting anxiety and de-
pression reduction may substantially mitigate qual-
ity of life impairment independent of acne severity
improvement. Cognitive-behavioral therapy ad-
dressing appearance-based anxiety and social anxi-
ety, combined with pharmacological anxiolytic or
antidepressant intervention where indicated, repre-
sents evidence-based approaches documented to im-
prove quality of life beyond dermatological treat-
ment alone.[28]

Our study identified suicidal ideation in 6.1% of the
cohort with prior suicide attempts in 1.7%. All indi-
viduals reporting suicidal ideation exhibited moder-
ate acne with concurrent moderate-to-severe anxiety
and depression, establishing psychiatric comorbidity
rather than acne severity alone as primary suicide
risk driver. These findings demonstrate that acne
functions as a risk factor for suicide primarily
through psychiatric comorbidity pathways rather
than direct mechanistic relationships.

Our findings establish compelling evidence for inte-
grated dermatopsychiatric management approaches
departing from traditional disease-specific models.
Current acne management predominantly empha-
sizes pathophysiological disease control through se-
baceous gland suppression, bacterial elimination,
and inflammatory modulation. While medically es-
sential, exclusive focus on dermatological patho-
physiology neglects psychiatric comorbidity screen-
ing, psychological intervention, and holistic patient
well-being optimization.

Limitations and Future Research Directions: Our
study demonstrates several limitations warranting
acknowledgment. Cross-sectional design prevents
causal inference regarding acne-psychiatric relation-
ships; prospective longitudinal studies tracking indi-
vidual patients from acne onset through resolution
would establish temporal relationships clarifying
whether acne predicts psychiatric symptoms or psy-
chiatric predisposition increases acne susceptibility
or both through bidirectional relationships. Exclu-
sion of individuals on psychiatric medications may
underestimate psychiatric comorbidity prevalence
by excluding treated individuals; future studies in-
corporating medicated populations would yield
more comprehensive epidemiological data.

Conclusion

Healthcare providers must recognize acne as a sys-
temic  condition  warranting  comprehensive
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biopsychosocial management addressing concurrent
psychiatric comorbidity rather than purely dermato-
logical intervention. Future research should investi-
gate optimal integrated care delivery models, cost-
effectiveness of screening protocols, causal mecha-
nisms underlying acne-psychiatric relationships, and
implementation strategies ensuring equitable access
to integrated services across diverse populations.
Through systematic implementation of integrated
approaches, dermatologists can substantially im-
prove psychiatric outcomes and quality of life in
acne-affected young adult populations.
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