
82	 Clinical Dermatology

Adverse Reactions
Because information concerning the potential dangers of 
potent topical steroids has been so widely disseminated, 
some physicians have stopped prescribing them. Topical 
steroids have been used for approximately 50 years with 
an excellent safety record. They do, however, have the po-

tential to produce a number of adverse reactions. Once 
these are understood, the most appropriate strength ste-
roid can be prescribed confidently. Reported adverse re-
actions to topical steroids are listed in Box 2-2. A brief 
description of some of the more important adverse reac-
tions is presented in the following pages.

Steroid Rosacea and Perioral Dermatitis 
(Figures 2-7 to 2-11)

Steroid rosacea is a side effect frequently observed in fair-
skinned females, who initially complain of erythema with 
or without pustules—the “flusher blusher complexion.” 
In a typical example, the physician prescribes a mild topi-
cal steroid, which initially gives pleasing results. Toler-
ance (tachyphylaxis) occurs, and a new, more potent topi-
cal steroid is prescribed to suppress the erythema and 
pustules that may reappear following the use of the 
weaker preparation. This progression to more potent 
creams may continue until group II steroids are applied 
several times each day. Figure 2-7 shows a middle-aged 
woman who has applied a group V steroid cream once 
each day for 6 months. Intense erythema and pustulation 
occurs each time attempts are made to discontinue topi-
cal treatment. The skin may be atrophic and red with a 
burning sensation.

Perioral dermatitis (see Figure 2-9) is sometimes 
caused by the chronic application of topical steroids to 
the lower face; pustules, erythema, and scaling occur 
around the nose, mouth, and chin.

Management. Strong topical steroids must be discontin-
ued. Doxycycline (100 mg once or twice a day) or eryth-
romycin (250 mg four times a day) may reduce the inten-
sity of the rebound erythema and pustulation that 
predictably occur during the first 10 days (Figures 2-7 to 
2-11). Occasionally, cool, wet compresses, with or with-
out 1% hydrocortisone cream, are necessary if the re-

• Rosacea, perioral dermatitis, acne
• Skin atrophy with telangiectasia, stellate pseudoscars

(arms), purpura, striae (from anatomic occlusion, e.g., 
groin)

• Tinea incognito, impetigo incognito, scabies incognito
• Ocular hypertension, glaucoma, cataracts
• Allergic contact dermatitis
• Systemic absorption
• Burning, itching, irritation, dryness caused by vehicle

(e.g., propylene glycol)
• Miliaria and folliculitus following occlusion with plastic

dressing
• Skin blanching from acute vasoconstriction
• Rebound phenomenon (e.g., psoriasis becomes worse

after treatment is stopped)
• Nonhealing leg ulcers; steroids applied to any leg ulcer

retard healing process
• Hypopigmentation
• Hypertrichosis of face

BOX 2-2 Adverse Reactions to Topical 
Steroids

Systemic Absorption

The possibility of producing systemic side effects from 
absorption of topical steroids is of concern to all physi-
cians who prescribe these agents. Topical corticosteroids 
can cause iatrogenic Cushing disease and adrenal sup-
pression. Populations at greater risk are infants and young 
children, patients with an impaired cutaneous barrier, and 
patients in whom highly potent corticosteroids are ap-
plied over large areas or under occlusion. The risk of sys-
temic absorption can be reduced by using pulse applica-
tion of more potent corticosteroids (weekends only or 2 
weeks on/1 week off), by using medication “holidays,” by 
using the minimally effective strength and dose of medi-
cation, and by using steroid-sparing agents.

FIGURE 2-6    Infection following occlusion. Pustules 
have appeared at the periphery of an eczematous le-
sion. Plastic dressing had been left in place for 24 hours.
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FIGURE 2-7    Steroid rosacea. Numerous red papules 
formed on the cheeks following constant daily use of a 
group V topical steroid for more than 6 months.

FIGURE 2-9    Perioral dermatitis. Pustules and erythema 
have appeared in a perioral distribution following sev-
eral courses of a group III topical steroid to the lower 
face. The inflammation flares shortly after the topical 
steroid is discontinued.

FIGURE 2-8    Intense erythema and pustulation appeared 
10 days after discontinuing use of a group V topical ste-
roid. The cream had been applied every day for 1 year.

FIGURE 2-10    Steroid rosacea. A painful, diffuse pustular 
eruption occurred following daily application for 12 
weeks of the group II topical steroid fluocinonide.

STEROID ROSACEA AND PERIORAL DERMATITIS
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bound is intense. Thereafter, mild noncomedogenic lu-
bricants (those that do not induce acne) may be used for 
the dryness and desquamation that occur. Erythema and 
pustules are generally present at a low level for months. 
Low dosages of doxycycline (50 mg twice a day) or eryth-
romycin (250 mg two or three times a day) may be con-
tinued until the eruption clears. The pustules and ery-
thema eventually subside, but some telangiectasia and 
atrophy may be permanent.

Atrophy

Long-term use of strong topical steroids in the same area 
may result in thinning of the epidermis and regressive 
changes in the connective tissue in the dermis (Figures 
2-12 to 2-20). The affected areas are often depressed 
slightly below normal skin and usually reveal telangiecta-
sia, prominence of underlying veins, and hypopigmenta-
tion. Purpura and ecchymosis result from minor trauma. 
The skin becomes lax, wrinkled, and shiny. The face, 
dorsa of the hands, extensor surfaces of the forearms and 
legs, and intertriginous areas are particularly susceptible. 
In most cases atrophy is reversible and may be expected 
to disappear in the course of several months. Diseases 
(such as psoriasis) that respond slowly to strong topical 
steroids require weeks of therapy; some atrophy may sub-
sequently be anticipated.

FIGURE 2-11    Steroid acne. Repeated application to the 
entire face of a group V topical steroid resulted in this 
diffuse pustular eruption. The inflammation improved 
each time the topical steroid was used but flared with 
increasing intensity each time the medication was 
stopped.

FIGURE 2-12    Steroid-induced telangiectasia. The patient 
in Figure 2-14 discontinued use of all topical steroids. 
One year later he has permanent telangiectasia on the 
cheeks. His intraocular pressure was elevated but re-
turned to near normal levels 3 months after stopping 
the fluocinonide.

FIGURE 2-13    Atrophy and telangiectasia after continual 
use of a group IV topical steroid for 6 months. Atrophy 
may improve after the topical steroid is discontinued, 
but telangiectasia often persists.
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FIGURE 2-17    Steroid atrophy. Severe steroid atrophy af-
ter continual occlusive therapy over several months. 
Significant improvement in the atrophy occurs after top-
ical steroids are discontinued.

FIGURE 2-14    Steroid-induced erythema. This patient 
used the group II topical steroid fluocinonide almost 
constantly for 12 years. Erythema rather than pustules 
occurred each time the medication was stopped.

FIGURE 2-16    Steroid atrophy. Atrophy with prominence 
of underlying veins and hypopigmentation following 
use of Cordran tape applied daily for 3 months to treat 
psoriasis. Note that small plaques of psoriasis persist. 
Atrophy improves after topical steroids are discontin-
ued, but some hypopigmentation may persist.

FIGURE 2-15    Steroid atrophy. A, Daily application of the 
group II topical steroid desoximetasone to the lids re-
sulted in almost complete atrophy of the dermis. The 
lids bled spontaneously when touched. The intraocular 
pressure was elevated. There was marked improvement 
in the atrophy and intraocular tension 8 weeks after 
stopping the topical steroid. B, Daily application for 
months of a group II topical steroid to the skin on the 
abdomen produced severe atrophy with telangiectasia.

STEROID ATROPHY
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Occlusion. Occlusion enhances penetration of medicine 
and accelerates the occurrence of this adverse reaction. 
Many patients are familiar with this side effect and must 
be assured that the application of strong topical steroids 
is perfectly safe when used as directed for 2 to 3 weeks. 
Patients must also be assured that if some atrophy does 
appear, it resolves in most cases when therapy is discon-
tinued.

Mucosal Areas. Atrophy under the foreskin (Figure 
2-18) and in the rectal and vaginal areas may appear much 
more quickly than in other areas. The thinner epidermis 
offers less resistance to the passage of corticosteroids into 
the dermis. These are intertriginous areas where the ap-
position of skin surfaces acts in the same manner as a plas-
tic dressing, retaining moisture and greatly facilitating 
absorption. These delicate tissues become thin and pain-
ful, sometimes exhibiting a susceptibility to tear or bleed 
with scratching or intercourse. The atrophy seems to be 
more enduring in these areas. Therefore careful instruc-
tion about the duration of therapy must be given (e.g., 
twice a day for 10 days). If the disease does not resolve 
quickly with topical therapy, reevaluation is necessary.

A

B C

FIGURE 2-18    Steroid atrophy. A-B, Steroid atrophy under the foreskin. Application of the group V topical steroid tri-
amcinolone acetonide under the foreskin each day for 8 weeks produced severe atrophy and prominent telangiecta-
sia of the shaft of the penis. The foreskin acted like an occlusive dressing to greatly enhance penetration of the ste-
roid. Bleeding occurred with the slightest trauma. There was marked improvement 3 weeks after the medication was 
stopped. C, Erythema, atrophy, and pain occurred after the daily application of a group V topical steroid to the anal 
area for 3 months.
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Steroid Injection Sites. Atrophy may appear very rap-
idly after intralesional injection of corticosteroids (e.g., 
for treatment of acne cysts or in attempting to promote 
hair growth in alopecia areata). The side effect of atrophy 
is used to reduce the size of hypertrophic scars and ke-
loids. When injected into the dermis, 5 mg/ml triamcino-
lone acetonide (Kenalog) may produce atrophy; 10 mg/
ml triamcinolone acetonide almost always produces atro-
phy. For direct injection into the skin, stronger concen-
trations should probably be avoided.

Long-Term Use. Long-term use (over months) of even 
weak topical steroids on the upper inner thighs or in the 
axillae results in striae similar to those on the abdomens 
of pregnant women (Figures 2-19 and 2-20). These 
changes are irreversible. Pruritus in the groin area is 
common, and patients receive considerable relief when 
prescribed the less potent steroids. Symptoms often recur 
after treatment is terminated. It is a great temptation to 
continue topical treatment on an “as needed” basis but 
every attempt must be made to determine the underlying 
process and discourage long-term use.

Alteration of Infection

Cortisone creams applied to cutaneous infections may al-
ter the usual clinical presentation of those diseases and 

produce unusual atypical eruptions. Cortisone cream 
suppresses the inflammation that is attempting to contain 
the infection and allows unrestricted growth.

Tinea Incognito. Tinea of the groin is characteristically 
seen as a localized superficial plaque with a well-defined 
scaly border (Figure 2-21). A group II corticosteroid ap-
plied for 3 weeks to this common eruption produced the 
rash seen in Figure 2-22. The fungus rapidly spreads to 
involve a much wider area, and the typical sharply defined 
border is gone. Untreated tinea rarely produces such a 
florid eruption in temperate climates. This altered clini-
cal picture has been called tinea incognito.

Figure 2-23 shows a young girl who applied a group II 
cream daily for 6 months to treat “eczema.” The large 
plaques retain some of the characteristics of certain fun-
gal infections by having well-defined edges. The red pap-
ules and nodules are atypical and are usually observed 
exclusively with an unusual form of follicular fungal in-
fection seen on the lower legs.

Boils, folliculitis, rosacea-like eruptions, and diffuse 
fine scaling resulting from treatment of tinea with topical 
steroids have been reported. If a rash does not respond 
after a reasonable length of time or if the appearance 
changes, the presence of tinea, bacterial infection, or al-
lergic contact dermatitis from some component of the 
steroid cream should be considered.

Infestations and Bacterial Infections. Scabies and im-
petigo may initially improve as topical steroids suppress 
inflammation. Consequently, both diseases become worse 
when the creams are discontinued (or, possibly, contin-
ued). Figure 2-24 shows numerous pustules on a leg; this 
appearance is characteristic of staphylococcal infection 
after treatment of an exudative, infected plaque of eczema 
with a group V topical steroid.

FIGURE 2-19    Striae, steroid induced. Striae of the axil-
lae appeared after using Lotrisone cream continuously 
for 3 months.

FIGURE 2-20    Striae of the groin after long-term use of 
group V topical steroids for pruritus. These changes are 
irreversible.
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FIGURE 2-21    Alteration of infection by topical steroids. 
Typical presentation of tinea of the groin before treat-
ment. Fungal infections of this type typically have a 
sharp, scaly border and show little tendency to spread.

FIGURE 2-23    Alteration of infection by topical steroids. 
Tinea incognito. A plaque of tinea initially diagnosed as 
eczema was treated for 6 months with a group II topical 
steroid. Red papules have appeared where only ery-
thema was once present.

FIGURE 2-22    Alteration of infection by topical steroids. 
Tinea incognito. A bizarre pattern of widespread inflam-
mation created by applying a group II topical steroid 
twice daily for 3 weeks to an eruption similar to that 
seen in Figure 2-21. A potassium hydroxide preparation 
showed numerous fungi.

FIGURE 2-24    Alteration of infection by topical steroids. 
Impetiginized eczema with satellite pustules after treat-
ment of exudative, infected eczema with a group V topi-
cal steroid.

ALTERATION OF INFECTION BY TOPICAL STEROIDS
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Contact Dermatitis

Topical steroids are the drugs of choice for allergic and 
irritant contact dermatitis, but occasionally topical ste-
roids cause such dermatitis. Allergic reactions to various 
components of steroid creams (e.g., preservatives [para-
bens], vehicles [lanolin], antibacterials [neomycin], and 
perfumes) have all been documented. Figure 2-25 shows 
a patient diagnosed with allergic contact dermatitis to a 
preservative in a group II steroid gel. The gel was pre-
scribed to treat seborrheic dermatitis. Allergic reactions 
may not be intense. Inflammation created by a cream 
component (e.g., a preservative) may be suppressed by 
the steroid component of the same cream and the erup-
tion simply smolders, neither improving nor worsening, 
presenting a very confusing picture.

Topical Steroid Allergy

Of patch-tested patients with dermatitis, 4% to 5% are 
allergic to corticosteroids. Patients affected by chronic 
dermatoses are at high risk for the development of sensi-
tization to corticosteroids. Patients with any condition 
that does not improve or that deteriorates after adminis-
tration of a topical steroid may be allergic to a component 
of the base or to the medication itself. Patients with stasis 
dermatitis and leg ulceration who are apt to use several 
topical medications for extended periods are more likely 
to be allergic to topical steroids. The over-the-counter 
availability of hydrocortisone makes long-term, unsuper-
vised use possible. Allergy to topical steroids is demon-
strated by patch or intradermal testing.

Management. When a patient does not respond as pre-
dicted or becomes worse while using topical corticoste-
roids, all topical treatment should be stopped. If cortico-
steroid therapy is absolutely necessary, one of the 
corticosteroids with a low sensitizing potential (e.g., mo-
metasone furoate [Elocon], fluticasone propionate [Cuti-
vate], betamethasone esters) could be used, and then only 
in an ointment base to avoid other allergens.

Patch Testing. Allergy to a component of the vehicle or 
the steroid molecule may occur. Patch testing for steroid 
cream allergy is complicated and usually performed by 
patch-test experts.

Four groups of corticosteroids are recognized, where 
substances from the same group may cross-react. The 
groups are the following: group A (hydrocortisone type), 
group B (triamcinolone acetonides), group C (betameth-
asone type, nonesterified), and group D (hydrocortisone 
17-butyrate type). The latter group is subclassified into 
two groups: group D1 (halogenated and with C16 substi-
tution) and group D2 (the “labile” prodrug esters without 
the latter characteristics).

Tixocortol pivalate, hydrocortisone 17-butyrate, and 
budesonide are the screening agents of choice. Patients 
should be patch tested to screen for corticosteroid allergy. 
If a corticosteroid sensitivity is detected, a more extensive 
corticosteroid series should be tested to determine cross-
reactivity patterns. Cross-reactivity among topically ad-
ministered corticosteroids is frequent.

Glaucoma

There are isolated case reports of glaucoma occurring af-
ter the long-term use of topical steroids around the eyes. 
Glaucoma induced by the chronic use of steroid-contain-
ing eye drops instilled directly into the conjunctival sac is 
encountered more frequently by ophthalmologists. The 
mechanism by which glaucoma develops from topical ap-
plication is not understood, but, presumably, cream ap-
plied to the lids seeps over the lid margin and into the 
conjunctival sac. It also seems possible that enough ste-
roid could be absorbed directly through the lid skin into 
the conjunctival sac to produce the same results.

Inflammation around the eye is a common problem. 
Offending agents that cause inflammation may be di-
rectly transferred to the eyelids by rubbing with the hand, 
or they may be applied directly, as with cosmetics. Women 
who are sensitive to a favorite eye makeup often continue 
using that makeup on an interrupted basis, not suspecting 
the obvious source of allergy. Patients have been known 
to alternate topical steroids with a sensitizing makeup. 
Unsupervised use of over-the-counter hydrocortisone 
cream might also induce glaucoma.

No studies have yet determined the quantity or 
strength of steroid cream that is required to produce 
glaucoma. The patient shown in Figure 2-15 used a group 
II topical steroid on the eyelids daily for 3 years. Severe 
atrophy and bleeding with the slightest trauma occurred, 
and ocular pressure was elevated. Atrophy and glaucoma 
disappeared 3 months after discontinuing the topical ste-
roid.

It is good practice to restrict the use of topical steroids 
on the eyelids to a 2- to 3-week period and use only group 
VI and VII preparations.

FIGURE 2-25    Acute contact allergy to a preservative in a 
group II steroid gel.




