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Chapter 2

Cosmetic Practices

Swati Garg and Roopal V. Kundu

With greater globalization and immigration, cultural compe-
tency and cultural humility is becoming increasingly impor-
tant in clinical settings. Cosmetic practices are extremely
diverse and are often influenced by cultural perceptions of
beauty. Recognizing the various cosmetic practices and their
associated dermatoses that exist among cultures is imperative
to ensure proper quality of care. Understanding the cultural
implications behind practice will allow for better treatment
options and a stronger relationship between the physician
and patient. This chapter will cover the cultural practices of
henna, threading, bindi and kumkum, sari drawstrings, deco-
rative nose piercings, scarification, skin lightening, and cul-
tural tattooing and their associated dermatoses.

Henna

Henna is a dye from the plant Lawsonia Inermis traditionally
used in South Asian, Middle Eastern and African populations
for cultural and cosmetic practices including temporary tat-
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tooing or hair dye for weddings, holidays, ceremonies, and
rituals [1]. Henna use has recently become popular in
Western countries as a temporary tattoo, especially in tourist
areas [2]. Lawsone is a compound found in natural henna that
produces a temporary red pigment; thus natural henna is also
referred to as “red henna” Most modern hennas, or “black
henna” use p-phenylenediamine (PPD) as an additive to
shorten the drying time and produce a black pigment [2].
PPD is a common ingredient in hair dyes and is a known
sensitizer [3]. Other commonly found ingredients include
heavy metals such as nickel (<2.5-3.96 ppm), cobalt (2.96-
3.54 ppm), and lead (2.29-65.98 ppm) [4, 5]. Ingredients
added to improve color or texture include coffee, black tea,
lemon juice, eucalyptus, clove, mustard oil, vinegar, indigo
powder, fenugreek seeds, okra, and tamarind paste [3,6,7]. A
rarer form of henna known as henna stone is commercially
sold as a solid material that is crushed into powder to make a
black henna paste for temporary tattooing or hair dyeing [8].
PPD concentrations in henna stone (84.89-90.90%) [9] have
been found to be significantly higher than those in black
henna (2.35-29.5%) [4, 10, 11].

The most frequent complication from henna application
is allergic contact dermatitis (ACD). ACD incidence at the
site of henna application is thought to be as high as 2.35%
[12]. However, few allergic cases have been reported due
to natural red henna [6, 13]. Most complications of henna
use arise from PPD exposure in black henna [1]; positive
PPD patch tests have been reported in many cases of
henna-induced ACD. PPD has also been found to cause
airborne contact dermatitis from henna stone [14].
Sequelae of these reactions include hyperpigmentation,
keloids, leukoderma, and permanent post-inflammatory
hypopigmentation [15-18]. It is important to note that
PPD is not the only compound associated with henna-
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induced ACD. One case reported a patch test positive for
resorcinol as a rare allergen of black henna-induced ACD
[19]. In addition, reported instances of ACD had patch
tests negative for PPD [20].

Other complications of henna use include contact urti-
caria, irritant contact dermatitis, erythema multiform-like
reaction, temporary hypertrichosis, superficial epidermal
necrosis, lichenoid reactions, pigmented contact dermatitis,
and angioedema [3, 12, 15, 16, 21-24]. Henna use has also
been associated with many systemic and life-threatening
complications. Multiple cases of life-threatening hemolysis in
children with glucose-6-phosphate dehydrogenase deficiency
secondary to henna usage have been reported [25, 26]. It is
believed the structural similarity of lawsone to the oxidant
1,4-naphthoquinone accounts for hemolysis in G6PD defi-
cient patients [26]. Rare instances of acute kidney injury,
angioedema, and acute compartment system have been asso-
ciated with henna use [21, 27 28]. One case reported severe
upper airway obstruction following ingestion of PPD in
henna stone solution, eventually requiring emergency trache-
otomy [29]. Hairdressers and artists are at higher risk to
henna complications due to occupational exposure. One
study found that 3.2% of Indian beauticians had positive
patch tests to henna mixture [30].

Patients experiencing complications from henna are
advised to avoid henna products containing PPD [1]. Pure
henna is a safer alternative and should be used instead of
black henna.

Threading

Threading (bande abru in South Asia, khite in Arabic, fatlah
in Egypt) is a form of temporary hair removal common in
South Asian and Middle Eastern countries but is gaining
popularity globally for its affordability, precision, tolerability,
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and efficiency [1,31]. Hair removal utilizing threading is most
common on the cheeks, forehead, or ears for men and on the
eyebrows, cheeks, chin, and upper lip for women [32]. Hairs
are enclosed in an open loop of thread that is secured by the
operator. The operator closes the loop of thread with their
hands in a rapid, tight motion to trap the hair in the loop of
thread and pull the entire hair shaft out. Tension is main-
tained on the thread by having the operator tie the thread
around their neck or holding it in one’s mouth. High cotton
thread tends to grip hair better and are preferred to synthetic
thread. Mild pain is often reported with threading [33]. Facial
threading has been found to reduce skin roughness, produc-
ing an effect similar to exfoliation [31].

Although threading is considered relatively safe, there are
complications associated with this epilation technique.
Common complaints include pruritus, erythema, edema, irri-
tant dermatitis, and dyspigmentation at the site of hair
removal [13, 32, 33]. Dermatoses associated with threading
include bullous impetigo, folliculitis, pseudofolliculitis, verru-
cae, koebnerized vitiligo, and molluscum contagiosum [32,
34-39]. Sequelae of bullous impetigo include post-
inflammatory hyperpigmentation [32]. Reported cases of
verrucae have resulted from both direct infection after
threading and koebnerization of human papillomavirus from
an initial lesion elsewhere on the body [34, 35, 38]. Although
rare, damage to the skin barrier during threading increases
the risk of infection [38, 40]. Potential sources of contamina-
tion include the thread, the operator’s hands or mouth, cotton
balls, and powder applied during threading [38, 40].
Undesirable effects of threading are highly dependent on the
skill of the operator and the extent of skin abrasion from the
thread movement [35]. Aseptic technique should be practiced
by the operator to decrease infectious sequelae; this includes
cleaning the area to be treated, avoiding placing the thread in
the operator’s mouth, and using sterilized single-use thread
[40, 41].
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Bindi and Kumkum

Bindi and Kumkum are commonly worn by Hindu women as
a decorative adornment to the forehead (Fig. 2.1).
Traditionally, they were used as a symbol of marital status
but have since been popularized as a decorative cosmetic.
The terms Kumkum and bindi are often used interchange-
ably but are not synonymous. Kumkum is applied as a paste
or powder in a reddish color, and traditionally prepared at
home with turmeric powder [42]. Current preparations have
been found to include coal tar dyes, toluidine red, erythro-
sine, lithol red calcium salt, lead oxide, fragrances, groundnut
oil, tragacanth gum, parabens, canaga oil, sandalwood, thi-
merosal, propyl gallate, PPD, Sudan-1, Brilliant Lake Red R,
and aminoazobenzene [42-49]. Bindi is usually applied as a
self-stick adhesive (Fig. 2.2), though a paste form is also
available [42]. Compounds found in bindi include gallate
mix, thimerosal, nickel, polyvinylchloride, PPD, tert-butyl
hydroquinone, aminoazobenzene, Disperse Blue 124,
Disperse Blue 106 [44, 45, 50, 51].

FiGUre 2.1 Adhesive Bindi worn on the forehead
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FiGure 2.2 Packets of self-stick adhesive Bindi

Contact leukoderma is a common complication reported
from adhesive bindi use [52-55]. Para-tertiary-butylphenol
(PTBP) has been found in bindi adhesive material but patch
tests reveal PTBP is not the source of hypersensitivity [52,
53]. Bajaj reports all subjects in a study showed positive patch
tests to the adhesive side of the bindi [56]. Depigmentation is
likely attributed to individual susceptibility or prolonged
bindi use [52, 53]. Other dermatoses reported include allergic
contact dermatitis, pigmented contact dermatitis, contact vit-
iligo, lupus vulgaris, hyperpigmentation, and foreign body
granuloma formation [51, 57-62]. Contact dermatitis often
presents as erythema with papules and vesicles at the site of
bindi application [61]. Individuals with adverse reactions are
advised to discontinue use of bindi and Kumkum.

Sari Drawstrings

South Asian traditional clothing such as saris and salwaars
contain drawstrings to secure the clothing around the waist.
Saris are a single piece of fabric, typically 6 yards long,
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FIGURE 2.3 Traditional salwar with drawstring

draped around the body with an underlying petticoat con-
taining the drawstring [1]. Salwaar is the lower trouser por-
tion of the “salwar kameez” trouser and tunic combination
[63]; salwaars are secured to the abdomen with a drawstring
(Fig. 2.3).

Drawstring complications result from a combination of
chronic friction, humidity, sweat, and abdominal folds [63].
Chronic frictional pressure from the drawstring can create a
lichenified and hyperkeratotic band of hyperpigmentation [1,
63]. The skin where the drawstring is tied is prone to koebner-
ization of pre-existing vitiligo and lichen planus (LP) [63].
Koebnerization of vitiligo and LP has been reported from
friction of sari drawstring use [64, 65]. Given the relative
humidity at the abdominal location, sweating and obesity at
the drawstring line lead to an opportunity for secondary cuta-
neous infection by bacteria and fungi. Locally induced
inflammation may also contribute to pruritus, irritant derma-
titis, or allergic contact dermatitis [63]. In rare cases, similar to
Marjolin’s ulcer seen in chronic wounds or scars, a form of
squamous cell carcinoma called “sari cancer” can occur from
the chronic friction [63]. Patients are advised to tie the draw-
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string less tightly to reduce the amount of friction, especially
those predisposed to vitiligo, LP, or other dermatological
conditions [41].

Decorative Nose Piercings

Cosmetic nose piercing originated in the Middle East over
4000 years ago and has since gained worldwide prevalence
[66]. Decorative nose piercings carry a cultural significance in
many South Asian countries because they are often worn by
the bride at marriage ceremonies [1]. The piercings generally
consist of non-allergenic metals such as stainless steel, gold,
niobium, and titanium but can contain allergens such as
nickel [67].

Complications from nose piercings include allergic con-
tact dermatitis, infection, keloid formation, scarring, bleed-
ing, and collapse of the nasal wall [67 68]. Post-piercing
complications include infections most commonly due to
Staphylococcus  aureus, Pseudomonas aeruginosa,
Mycobacterium tuberculosis, Streptococcal pyogenes, atypical
mycobacteria, along with viral hepatitis [67-69]. Systemic
infective endocarditis is a rare but reported sequela [68, 69].
Rare cases of pyogenic granuloma persistent telangiectatic
erythema, and basal cell carcinoma as complications of nose
piercing have been reported [69-71]. Nonsterile instruments,
improper technique, non-hygienic standards, and inadequate
post-piercing care pose a higher risk of developing complica-
tions [68].

Scarification

Scarification is the process of intentionally creating superfi-
cial scars on the skin using a knife, razor blade, stone, or glass
[72]. This practice is commonly seen in African societies for
therapeutic purposes and cultural expression such as com-
munity status, passage into adulthood, or spiritual or tribal
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identity [72, 73]. Therapeutic efficiency has not been proven
with scarification [73]. Although prevalence of scarification is
decreasing, it still remains popular in some traditional societ-
ies [74].

The most common complication associated with scarifica-
tion is keloid formation, and often this is the desired effect
[1]. Scarification has been associated with HIV, hepatitis B,
hepatitis C, filarial elephantiasis, squamous cell carcinoma,
and sarcoidosis [75-79]. Sterile technique should be practiced
to decrease the risk of infectious sequelae [80].

Skin Lightening

Skin lightening practices are commonplace in Asia, Africa, the
Caribbean, the Middle East, South America, Central America,
Europe, and North America [81-86]. Prevalence of skin lighten-
ing is reported anywhere from 26% in Senegal to 75% in
Nigeria [86]. Skin lightening practices are widely used by darker
skinned patients for cosmetic enhancement often related to the
cultural belief that a lighter skin tone is more attractive. There
may also be cultural implications such as increasing prospects
for marriage or representing a higher caste [86].

The composition of skin lightening creams is extremely
variable within and between countries. Ingredients used in
these creams are often prohibited or obtained illegally [81].
The standard skin lightening ingredient is hydroquinone
however the compound is banned in many countries includ-
ing the European Union and Japan [87]. Other compounds
that have been found in topical skin lightening products
include corticosteroids, glutathione, mequinol, retinoids, aze-
laic acid, arbutin, kojic acid, aleosin, licorice extract, ascorbic
acid, N-acetyl glucosamine, sodium metabisulfite, kojic acid,
5,5'-dipropylbiphenyl-2,2’-diol, phenylethyl resorcinol,
3-0-ethyl ascorbic acid, lemon juice, potash, toothpaste,
methyl gentisate, peroxides, and chlorates [1, 87-93]. Heavy
metals are common additives in skin lighteners. Most con-
cerning is the presence of mercury in these products [94]. One
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study found the prevalence of mercury above 1000 ppm in
skin lighteners to be 6.0%, with some estimates reported as
high as 16% [94]. Other metals found in these products
include nickel, lead, chromium, cobalt, manganese, copper,
aluminum, iron and zinc [84, 95], often in excess of recom-
mended safety limits.

Up to 75% of individuals using skin lighteners have
reported associated complications, with the degree of side
effects experienced often correlating with the duration of
product usage [96]. Because of the variability in the composi-
tion of skin lighteners, it can be difficult to deduce the specific
effects of each component. Contact dermatitis from skin
lightener usage has been attributed to numerous ingredients
including but not limited to hydroquinone, sodium metabisul-
fite, kojic acid, 5,5'-dipropylbiphenyl-2,2'-diol, phenylethyl
resorcinol, licorice extracts, and arbutin [88-91, 97-99]. More
serious or systemic complications include leukoderma, toxic
epidermal necrolysis-like chemical burns, tinea infection, cor-
neal or scleral pathology, and squamous cell carcinoma [85,
100-103].

Specific complications are associated with the three most
common classes of skin lightening ingredients: hydroquinone,
corticosteroids, and mercury derivatives. Exogenous ochro-
nosis is the most permanent complication of hydroquinone
use in skin lighteners [104] Given their secondary bleaching
effect, topical corticosteroids may be incorporated into skin
lighteners and used unknowningly for prolonged periods of
time. Extended use of corticosteroids for skin lightening can
lead to skin atrophy, dermatitis, folliculitis, and rosacea [104].
Mercury is known to cause numerous neurologic, neonatal,
and renal toxicities including paresthesia, respiratory distress,
numbness, ataxia, and seizures. Concentrations of mercury in
skin lightening products are often above recommended lim-
its, making mercury complications more likely [1]. 45% of a
sample of mercury-containing skin lighteners were found to
contain over 10,000 ppm of mercury, well in excess of the
FDA’s limit of 65 ppm [94].
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Cultural Tattooing

Ritual tattooing is a permanent pigment implantation into
the skin for cultural purposes [1]. Many religions, particu-
larly Hinduism and Buddhism, use tattooing as a way to
manifest devotion, represent protection against evil, or sym-
bolize identification with a group [74, 105]. One example is
the practice of gingival tattooing in Ethiopian culture where
a blue pigment is introduced to the gingiva through a needle
[106].

Up to 5% of tattoo recipients develop cutaneous infection
complications from Staphylococcus Aureus or Streptococcus
Pyogenes such as impetigo, cellulitis, erysipelas, or abscesses
[107]. Other cutaneous complications include hyperpigmen-
tation, allergic contact dermatitis to pigment, keloid forma-
tion, contact urticaria, and koebnerization [79, 108]. Systemic
complications often arise from disseminated infection of
hepatitis B, hepatitis C,and HIV due to non-sterile technique
[107]. The risk of these infections remains higher in cultural
and ritual tattooing where sterile technique is not regularly
observed. Serious complications reported include spinal
abscess, retinal vasculitis, endocarditis, uveitis, and systemic
zygomycosis [79, 107, 108].

Conclusion

As cultural cosmetic practices such as threading and henna
become more prevalent in Western countries, it is increas-
ingly important that dermatologists are aware of the skin
manifestations of these practices. Numerous pathologic con-
sequences are associated with these techniques and require
proper diagnosis and treatment. Furthermore, an understand-
ing of cultural competency is essential for an effective
physician-patient relationship. Identifying the diagnosis and
treatment addresses the patient’s physical problems but does
not tackle the patient’s health beliefs and practices. Cultural
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competency is an important step towards comprehensive
patient care that begins with understanding various cultural
practices.
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