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This study was undertaken to document prevalence,
motives and observed complications of steroid use as a
depigmenting agent amongst African blacks in southeast
Nigeria. This practice is very common in the African environ-
ment. Consecutive new patients attending the dermatol-
ogy clinic of the University of Nigeria Teaching Hospital,
Enugu, from June to December 2004 were recruited. Active
substances of products used were determined from pack-
ages, while unknown concoctions were analyzed. Chi-
squared and Fischer tests were used for statistical analysis,
with a significant threshold fixed at 5%.

Females aged 18-69 years accounted for 75% (414) of
patients. Main topical steroids used by both women and
men were class-1 steroids, and these were often com-
pounded with other bleaching products. Median duration
of usage was 9 years £ 1.3. Disorders observed included
steroid-induced acne (45.3%), macular hyperpigmentation
of face (37.2%), mycoses (40.4%), striae (28.3%), telangiecta-
sis (21.3%), hypertrichosis (13.9%) and diabetes mellitus
(2.1%). Duration of utilization of these topical steroids was
significantly associated with severe local and systemic con-
sequences, while withdrawal of the offending steroids usual-
ly resulted in severe withdrawal dermatitis that was unpleas-
ant to patients. This may suggest that discontinuation is
impossible.
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INTRODUCTION

In the African setting, cosmetic usage for the dark
skinned is chiefly directed toward attempting to
change one’s skin color, and this has been a long-
standing practice. Skin lightening or skin toning
creams exist in Africa, and products produced for oth-
er purposes are used to lighten the skin, e.g., steroids.

Steroids are anti-inflammatory agents used for the
treatment of steroid responsive skin disorders.! Treat-
ment of skin diseases was revolutionized with the
advent of these anti-inflammatory corticosteroids.
However, their use as skin lighteners is widespread,
and complications arising from them have not been
extensively documented in our environment in com-
parison to well-described complications from pro-
longed usage of hydroquinone leading to exogenous
ochronosis? and nephrotic syndrome secondary to
mercurial.?

Topical steroids are divided into four groups
according to their potency in keeping with the
British National Formulary (BNF), while the Ameri-
can system classifies them into seven classes, with
class 1 corresponding to the very potent, superpo-
tent or ultrahigh potency. Class-1 topical steroids are
very potent, e.g., clobetasol propionate,' and local
side effects are most commonly seen with prolonged
usage (>3 weeks), particularly on areas of skin such
as the face or flexures. Resulting complications are
multiple: perioral acne; masking of infections, par-
ticularly dermatophyte infections* as well as adrenal
suppression.’ These are well documented among
African and Afro-Caribbean communities in the
western world.

On the contrary, topical steroids are readily
obtained over the counter without a doctor’s pre-
scription in most African countries, including Nige-
ria’, despite its being banned by the Federal Ministry
of Health. In most instances, they are used for the
side effect of depigmentation in conditions such as
melasma, cosmetic ochronosis, acne vulgaris and
postinflammatory hyperpigmentation, and in several
instances for cosmetic practices as a depigmenting
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agent in combination with hydroquinone. Further-
more, the abuse of topical steroids is worsened when
some general practitioners prescribe topical steroids
for all skin rashes and for protracted periods.

This study was therefore taken up to document
the prevalence of steroid usage as a depigmenting
agent in our environment, the motives for such prac-
tices and commonly used steroids as well as to docu-
ment observed complications.

METHODOLOGY

Inclusion Criteria

A cross-sectional descriptive study was conduct-
ed between June and December 2004 on all consec-
utive new patients attending the dermatology clinic
of the University of Nigeria Teaching Hospital,
Enugu, for dermatological problems. All patients
were adults, and both males and females were
recruited if their cosmetic practices entailed the use
of depigmenting agents.

The depigmenting agents utilized were ascer-
tained by asking the patients to come back with
packets or containers of used products from which
well-known active lightening substances, hydro-
quinone, mercurial or steroids were obtained.

DATA COLLECTION

A questionnaire on preferred cosmetic practices
was administered for data collection after obtaining
patients’ informed consent. Information extracted
apart from demographic data, such as age, sex and
occupation, included the names and types of prod-
ucts used in the last three months; duration of such
practice; frequency of application and areas of the
body involved; quantity utilized monthly and their
estimated cost; and, finally, if the patients had any
other medical problems such as hypertension, dia-
betes mellitus or renal disorders, and the duration of
such medical problems.
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Skin/Medical Examination

Documentation of presenting complaint and clini-
cal examination of affected areas, pattern of lesions
and any concomitant medical problems were carried
out. Relevant laboratory tests, such as mycological
studies, venereal disease research laboratory (VDRL),
blood urea electrolytes, creatinine, urinalysis or skin
biopsy, were carried out when diagnosis and physical
examination were not particularly clear.

DATA ANALYSIS

Chi-squared and Fischer tests were used for statisti-
cal analysis, with a significant threshold fixed at 5%.

RESULTS

There were 547 (58.7%) patients utilizing depig-
menting agents who met the criteria for the study,

Table 1. Demographic features of patients
utilizing topical steroids (n=547)

Frequency Percentage(%)

Age

18-28 131 23.9%
29-39 223 40.8%
40-50 118 21.6%
51-61 69 12.6%
62-72 6 1.1%
273 0 0
Total 547 100
Age range (years) 18-71

Mean (years) 29.0+11.8

Occupation

Businessmen/-women 119 21.8%
Civil servants 91 16.6%
Housewives 103 18.8%
Students 110 20.1%
Traders 124 22.7%
Total 547 100

Figure 1.

A. Postinflammatory hyperpigmented papules
alongside macular hyperpigmentation of the
forehead and malar area

B. Tiny clusters of papules, pustules (steroid-
induced acne) scattered over entire face
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out of the 931 consecutive new patients recruited for
the study. Of these, 414 (75.7%) were females and
133 (24.3%) were males, with ages ranging 18-71
years and mean of 29.0 + 11.8 years (Table 1).
Traders (22.7%) accounted for the most affected,
followed by businessmen and -women (21.8%). The
duration of such practice varied from three months
to 30 years with a mean duration of 5 +1.3 years.

Products Utilized

Topical steroids were utilized by 313 (57.2%)
patients for cosmetic purposes as depigmenting
agents. Of these, 32 (5.9%) individuals indicated they
were using them as medication for various dermato-
logical conditions such as eczemas, papulosquamous
disorders, sycosis barbae and connective tissue disor-
ders. There were >21 different steroid-containing
products utilized, mostly class-1 steroid in 89.6% of
cases (Table 2). These products included Topifram®,
Topicort®, Topgel®, Topsyn®, Movate®, Dermovate®,
Diprosone®, Visible Difference®, Betadine®,
BioClaire®, Betnovate-N®, Neomedrol®, Synalar®,
Locacorten®, Palmar’s Spot Remover®, Top Clear

Figure 2. Tinea incognito (coalesced macules
and papules with scaliness scattered over the
left upper limb

Skin®, Betnovate C®, Neutone?, etc. Other commonly
utilized depigmenting agents included hydroquinone
in 239 (43.7%), mercurial in 37 (6.8%), kojic acid in
11 (2.1%), alphahydroxy acids/glycolic acids in nine
(1.6%) and unknown products in 31 (5.7%) cases.
These products were used in combination with
steroids in 61.3% of cases.

All steroids as well as other depigmenting agents
were purchased from nonmedical stores, cosmetic
shops and even open markets. With the exception of
a few steroid-based compounds having a pharma-
ceutical presentation, such as Betnovate-N, Dermo-
vate and Topifram, most had pure cosmetic presenta-
tions on their packages without warnings about
adverse effects and contraindications. They were
manufactured in various parts of the world (Europe,
North America, Far East and Middle East).

Modes of Application

These products were applied all over the body in
81.3% of cases, while 18.7% applied them directly
to the face only. Products were applied twice daily.
Even pregnant females carried on with application
of topical steroids right through pregnancy and dur-
ing lactation. Among the males, 79 (14.4%) applied
these topical steroids mostly to the face for acne vul-
garis and pseudofolliculitis barbae. The quantity of
products utilized per month varied from 2—5 tubes of
30 g of very potent steroids (class-1 steroids).

Presenting Complaint

Motives for hospital visits to the skin clinic were,
chiefly, patchy darkening of the face. This was the
chief presenting complaint in 201 (36.7%) cases,
followed by widespread itchiness/irritation of the
body or face/+ the intertriginous areas in 147
(26.9%), bizarre rashes in 138 (25.2), while 61
(11.2%) had multiple complaints.

Skin disorders documented during dermatologic/

Table 2. Steroids frequently utilized (n=547)

Branded Steroids Used Class of Steroids Used  Number of Users  Percentage (%)
Dermovate, Termovate, Movate I (very potent) 273 ’ 49.9
Nerisone, Top Clear, Nuvotone :

Betnovate, Diprisone, Betina, Il (potent) ) 198 353
Topifrom, Topicort, Topgel

Eumovate, bethamethasone valerate, il (moderate) , 64 11.7
Nemedrol, tiamcinalone, synalar

Hydrocortisone, aclovate IV (mild) 17 3.1

** Reflects classification of steroids in keeping with the BNF (British National Formulary), which employs a four-point scale: mild, moderate,
potent and very potent, while the United States ranks topical steroids as class 1 (super potent) to class 7 (mild) (Burns T, Breathnach S, Cox
N, Griffiths C. Rook's Text Book of Dermatology, vol. 4, 2004, 7th ed.; 75.16.) *** Some patients used >1 topical steroid at a time.
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systemic examination included widespread dermato-
phyte infections with lesions that were often atypical
appearing, and diagnosis was frequently delayed or
missed (tinea incognito, Figure 2). These were found
on various parts of the body in 191 (34.9%) individu-
als. Macular hyperpigmentation of the face occurred
in 204 (37.3%) cases (Figure 1A). Acne vulgaris
occurred in 248 (45.3%) cases, and these were seri-
ously inflamed with huge pustules and micropapular
eruption over the entire face (Figure 1B).

Pityriasis versicolor was also widespread and
located in unusual sites such as the medial aspects of
both upper and lower limbs in 31 (5.7%) patients.
These were deeply depigmented and associated with
superficial atrophy. Of these, three patients also had
associated diabetes mellitus, which was of recent
onset. Other disorders/complications noted were
widespread striae in 161 (28.3%) cases (Figure 3A
and B), telangiectasia in 117 (21.3%); easy bruis-
ability was noted in 95 (17.4%) and hypertrichosis
in 73 (13.3%) cases.

Associated Medical Conditions

Diabetes mellitus was documented in 11 (2.1%)
patients, while hypertension and obesity were
observed in nine (1.6%) patients. Renal insufficien-
cy was not observed among any of these patients.
Patients who had developed diabetes mellitus and
hypertension had all used bleaching products, par-
ticularly steroids, for =13 years. Correlation of these
medical conditions and use of steroids revealed that
class-1 steroids were more significantly associated
with development of diabetes mellitus, obesity and
hypertension than other depigmenting agents
(p<0.05). Figures 4 and 5 reflect the relationship
between continuous use of very potent steroids and
development of systemic complications, particularly
diabetes mellitus. Duration of use and quantity of
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steroids used were also significantly associated
more with the development of diabetes than of
hypertension (p<0.005).

DISCUSSION

Use of steroids as a depigmenting agent has
become quite common in our environment. In a rep-
resentative sample of adults visiting our dermatol-
ogy center, 58.7% were using topical steroids for
cosmetic purposes. These values could be compara-
ble to other prevalence studies carried out in Dakar,
Senegal and Lome, Togo, where steroids used as
bleaching agents accounted for 37.7% and 18.2%
respectively®® and were population-based studies.
However, from our own series, the prevalence of
steroid use was higher, and both males and females
who indulged in this practice were studied.

Very potent steroids were chiefly used and were
applied alone or in combination with other depigment-
ing agents. They were applied twice daily all over the
body often without sunscreens. The fact that large
quantities of class-1 steroids were applied directly to
the skin for protracted periods, the possibility of com-
plications from systemic absorption arose. Signs of
exogenous steroid excess'®!! have been reported fol-
lowing topical application of doses—as much as 250 g
monthly of 0.05% clobetasol propionate for a five-year
period. In one series, cases of bone demineralization
complicated with avascular necrosis of the hips and
vertebral compression fractures have been reported.>!
Systemic complications such as diabetes mellitus and
hypertension were documented among some of our
patients who utilized 90 g of 0.05% clobetasol propi-
onate and 120 g of Betnovate-N monthly for durations
of 11-13.5 years. However, a larger cohort study will
be required to establish the exact trend of systemic
complications arising from the use of topical steroids.

From our series, all observed cutaneous disorders

Figure 3.

A. Striae on the left forearm

B. Striae with visible veins coursing alongside
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on presentation (such as t. incognito, acne vulgaris,
pityriasis versicolor, facial hypertrichosis, striae,
etc.) were diagnosed as complications of the cosmet-
ic practice resulting from the use of steroids. These
disorders were dramatic and widespread, with der-
matophyte infections topping the list of infections.
Interestingly, of all the skin lesions observed in
this group of individuals, only 1.3% believed their
problem had stemmed from their cosmetic practice
entailing the use of topical steroids as a body cream.
Individuals with blue ears and severe exogenous
ochronosis as complications were not a common
observation in this report, in contrast with earlier

reports on the use of bleaching products amongst
Africans,>**!! when very high percentages of hydro-
quinone were used for bleaching. Moreover, in Nigeria,
with the recent National Agency for Food and Drug
Administration and Control (NAFDAC) policy imple-
mentation on the importation of depigmenting agents
(such as hydroquinone and mercurial) into the country,
the use of steroids has now become more common, as
the usual agents are no longer readily found.

It is also pertinent to note that dermatologic practice
in our environment, as in any other African or Afro-
Caribbean country, has to deal with the huge impact of
depigmenting products on cutaneous lesions. The prac-

steroids and systemic effect: diabetes mellitus
30 -

25

Duration of Use
o

Figure 4. Relationship between continuous use of very potent topical

tice has rapidly gained popu-
larity within our environment
because the local vasocon-
strictory' effect that lasts for
several hours after topical
application gives a satisfying
impression of an immediate
reduction in pigmentation.
This encourages patients to
persevere with their use.
Withdrawal of the offending
steroids usually results in
severe withdrawal dermatitis
that is unpleasant, with the
result that discontinuation is
impossible, This was also

1 2, 3
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observed in 1.3% of cases.

In conclusion, cosmetic
use of topical steroids
exposes the users to several

cutaneous complications

mellitus with use of topical class-1 steroids

—— Duration — Hypertension
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Figure 5. Comparison of systemic complications hypertension and diabetes

Diabetes Mellitus

alongside medical and aes-
thetic problems. Intriguing-
ly, despite patent protection
and sales regulation of com-
pounds such as steroids,
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they are readily available at
affordable prices from non-
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pharmaceutical stores with-

out a doctor’s prescription in
our environment, as similar-
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Years

ly reported in other African
countries. This is quite wor-
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risome, and the challenges
require key health policy-

makers and officials to
devise measures for contin-

uous health education and
sensitization of African
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blacks on the health hazards
associated with persistent
cosmetic use of topical
steroids.
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people of color and individuals from disadvantaged backgrounds, regardless of race or ethnicity; delivering high quality health services; and
conducting research that fosters the elimination of health disparities.
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ter of nomination. Meharry Medical College is an EOE/AA employer and does not discriminate on the basis of gender, age, race, religion, col-
or, national origin, handicap, veteran, orimmigrant status in its admissions, employment and education programs or activities.
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303 Peachtree Street, Suite 4300, Atlanta, GA 30308
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