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GENERAL MEDICINE

hair and mucosal depigmentation may be appreciated as 
well.6 Tinea versicolor, a fungal skin infection, presents 
with multiple diffuse patches as well, most commonly 
presenting on the trunk.7 For this specific patient, the 
localized area of depigmentation and recent steroid 
injection made iatrogenic cause the most likely etiology.

OUTCOME AND FOLLOW UP
Available therapies for De Quervain’s tenosynovitis include 
rest, non-steroidal anti-inflammatory medications, wrist 
splinting, steroid injections and a combination of both 
wrist splinting and steroid injections. This patient was 
diagnosed with corticosteroid-induced hypopigmen-
tation secondary to her recent injection. Proper 
anticipatory guidance was provided and the patient was 
reassured that her normal pigment should return with 
discontinuation of steroids. The patient was scheduled to 
follow up in four months for re-evaluation of her wrist.

DISCUSSION
Pigmentation of skin is dependent upon the amount and 
function of melanocytes. Skin hypopigmentation results 
from either a decreased number of melanocytes or an 
injury to the melanocytes' ability to properly transport 

INTRODUCTION
Localized joint and soft tissue corticosteroid injections 
are being increasingly utilized to decrease inflammation, 
improve pain, and recover mobility. Adverse effects 
from injections are rare, with a 1% incidence of skin 
depigmentation.1

CASE DESCRIPTION
A 58-year-old African American female initially presented 
to her outpatient primary care clinic with a chief complaint 
of left wrist pain. She described the pain as localized over 
the lateral aspect of the radiocarpal joint, non-radiating, 
and without overlying erythema or edema. The pain had 
been present for five months. The patient had already 
tried NSAIDS as well as splinting with minimal relief. 

On physical exam, the patients’ wrist, hand, and fingers 
appeared normal to inspection. On palpation, joint spaces 
were non-tender; however, her Finkelstein’s test was 
grossly positive. This raised suspicion for pathology in the 
1st and 2nd extensor compartments consistent with De 
Quervain’s tenosynovitis. All therapeutic options were 
explained to the patient and she agreed to receive a 
steroid injection, as this has been shown to have superior 
outcomes for De Quervain Tenosynovitis.1,2 Consent was 
obtained and 10mg triamcinolone was injected in the 
region of the first extensor compartment just proximal to 
the radiocarpal joint.3

The patient experienced mild symptomatic relief for 
approximately four weeks. Four months later, she returned 
to the clinic with skin depigmentation over her left wrist 
(Figure 1). On exam, her skin was neither pruritic, inflamed, 
nor painful to palpation. No other areas of depigmen-
tation were appreciated. 

DIFFERENTIAL DIAGNOSIS
The differential diagnosis of acquired skin hypopigmen-
tation includes vitiligo, pityriasis alba, tinea versicolor, 
post inflammatory causes, and iatrogenic (i.e. from 
steroids, both injected and less commonly topical).4 
Pityriasis is typically found on the face, neck, and arms 
and is most commonly associated with a history of 
atopic dermatitis.5 Vitiligo is an autoimmune disorder that 
classically presents with a diffuse bilateral distribution of 
skin depigmentation and is not limited to skin alone—as 
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Figure 1. Skin depigmentation over the patient’s left wrist.
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melanin to the skin surface. It is hypothesized that steroids 
likely interfere with melanin synthesis within melanocytes, 
causing an area of hypopigmentation that is reversible 
with discontinuation of steroids.8

Localized corticosteroid injections are a well-established 
and effective therapeutic intervention for inflammatory, 
crystalline, and mechanical arthropathies. In a pooled 
meta-analysis, injection alone was shown to have a higher 
cure rate than any other therapeutic avenue, with a 
reported 83% cure rate.9 Complications can arise from 
the process of the injection itself, including local trauma 
and infection, and those due to the effect of a locally 
injected steroid, such as post injection flare where there 
is a local inflammatory reaction that appears and resolves 
within 24-48 hours after injection, and late skin changes 
such as atrophy and depigmentation.1 Depigmentation 
has been shown to be more likely to occur in dark-skinned 
individuals and arises between 1-4 months after injection. 
Time to resolution of hypopigmentation is variable, 
reportedly taking anywhere between 6-30 months to 
return to baseline.10,11 This complication is widely described 
in the literature. However, it is relatively rare, with an 
incidence of less <1% of all injection.

KEY POINTS
Hypopigmentation is a well-known complication of 
steroid injections. Though infrequently encountered and 
relatively benign, it remains an important complication to 
explain to patients prior to the procedure.
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