
Vol.:(0123456789)

American Journal of Clinical Dermatology (2024) 25:281–297 
https://doi.org/10.1007/s40257-023-00835-y

REVIEW ARTICLE

Mucocutaneous Manifestations of Recreational Drug Use

Carolina V. Alexander‑Savino1,2   · Ginat W. Mirowski3,4   · Donna A. Culton2 

Accepted: 4 December 2023 / Published online: 13 January 2024 
© The Author(s), under exclusive licence to Springer Nature Switzerland AG 2024

Abstract
Recreational drug use is increasingly common in the dermatology patient population and is often associated with both general 
and specific mucocutaneous manifestations. Signs of substance use disorder may include changes to general appearance, 
skin, and mucosal findings associated with particular routes of drug administration (injection, insufflation, or inhalation) or 
findings specific to a particular drug. In this review article, we provide an overview of the mucocutaneous manifestations of 
illicit drug use including cocaine, methamphetamine, heroin, hallucinogens, marijuana, and common adulterants to facilitate 
the identification and improved care of these patients with the goal being to connect this patient population with appropriate 
resources for treatment.

Key Points 

Recreational drug use is increasing within the dermatol-
ogy patient population.

Dermatologists can recognize mucocutaneous signs of 
recreational drug use to allow for a broader differential 
diagnosis for some common dermatologic findings.

Rare and life-threatening mucocutaneous manifestations 
in patients using recreational drugs should be recognized 
quickly for appropriate treatment.

1  Introduction

According to the National Survey on Drug Use and Health 
in 2021, over 61.2 million (21.9%) of Americans over the 
age of 12 years used recreational drugs within the past year. 
While the majority (86% of adults) misused marijuana, 15% 
(9.2 million) misused opioids. These numbers are based on 
the criteria for Diagnosing and Classifying Substance Use 
Disorders as defined by the Fifth Edition of the Diagnostic 
and Statistical Manual of Mental Disorders [1]. Recreational 
drug use is more common in those aged 18–25 years, with 
40% of this age group having used recreational drugs in 
the past year in the USA [2]. The rising rate of recreational 
substance use comes at a great cost, both financially and in 
terms of human lives. Financially, the cost of illicit drug use 
in the USA is estimated to be around $193 billion [3]. More 
importantly, drug overdoses have killed close to a million 
Americans since 1999, with over 96,700 deaths in 2021 and 
comprising about a third of deaths in the USA [4]. Nearly 
85% of these deaths involved illicitly manufactured fentanyl, 
heroin, cocaine, or methamphetamine [5]. At least half of 
deaths due to overdose were in persons using multiple drugs 
[6]. Unfortunately, 60% of individuals who died from a drug 
overdose had an identified opportunity for linkage to care or 
life-saving actions [5].

Recognizing the signs of substance use disorder is imper-
ative and potentially lifesaving. As dermatologists, we have 
the opportunity to identify mucocutaneous manifestations 
of drug use in the clinical setting and educate healthcare 
providers on these signs. In this review article, we provide an 
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overview of the mucocutaneous manifestations of illicit drug 
use including cocaine, methamphetamine, heroin, hallucino-
gens, marijuana, and common adulterants. The intent of this 
article is to facilitate the identification and improved care 
of these patients with the goal being to connect this patient 
population with appropriate resources. Thus, we have pre-
sented the information separated by general findings, find-
ings by route of administration, and by drug type. Though 
this categorization creates some overlap, we aim to provide 
a comprehensive and cross-referenced overview that can be 
easily utilized in the outpatient setting by the busy clinician.

2 � Non‑Specific Mucocutaneous Findings

2.1 � General Appearance

Illicit drug use can cause many changes to the general 
appearance of an individual. Patients may have a drunk or 
disoriented appearance, and inattentiveness. The nature of 
being under the influence of drugs can cause concern about 
the stigma associated with drug use while others may self-
neglect. Self-neglect can lead to poor overall hygiene and 
oral hygiene, regardless of the method of administration 
or particular drug [7]. Some patients will attempt to hide 
signs of illicit drug use (such as track marks or petechiae, 
bruising, and post-inflammatory hyperpigmentation from 
tourniquets) by wearing inappropriate clothing such hood-
ies and long-sleeved shirts in very hot weather. Pupil dilation 
or conjunctival injection from drug use may be masked by 
wearing sunglasses indoors [8]. Some individuals will have 
tattoos over track marks and soot tattoos [9, 10]. In the case 
of inhalant use, patients may emit a chemical odor, have 
paint or solvent marks on clothing, or carry spray paints 
and/or chemical-soaked rags [11, 12]. Patients may appear 
older, as some drugs may cause non-specific findings of 
accelerated aging [13]. Hair can prematurely gray in a more 
generalized manner across the scalp with temporal graying 
more significantly related to the duration of the drug used, 
particularly for amphetamines and heroin [14]. Some may 
experience alopecia due to toxicity of the drug, stress, gen-
eral neglect, and malnutrition while stimulants can cause 
anxiety and trigger trichotillomania [15, 16]. Xerosis and 
cheilitis are commonly found in this patient population and 
are due to vasoconstrictive effects on the skin and mucosa 
[17]. Thermal burns can be a clue to drug addiction as well, 
as patients are more prone to have burns because of smoking 
while being under the influence of drugs or also preparing 
their drugs for administration. For example, madarosis (loss 
of the eyebrows and eyelashes) may be seen in heroin users 
due to thermal injury to follicles while preparing heroin for 
injection [9].

2.2 � Pruritus and Formication

Pruritus is a common finding associated with the use of 
numerous illicit drugs including cocaine, amphetamines, and 
opioids [18, 19]. Patients present with generalized pruritus 
and subsequent excoriations, prurigo nodules, and ulcers. 
Formication is the tactile sensation of bugs crawling on or 
under the skin and is a common side effect of cocaine and 
methamphetamine use, which can lead to signs of skin pick-
ing. Patients with formication may also exhibit excoriations, 
prurigo nodules, or ulcers as above, but often deny pruritus 
[20]. Formication may be associated with concurrent visual 
hallucinations [21].

2.3 � General Oral Mucosa Findings

Common oral manifestations in patients who use recrea-
tional drugs include accelerated tooth decay, periodontal 
disease, xerostomia, halitosis, and candidiasis (both albicans 
and non-albicans species, particularly Candida dubliensis) 
[7, 22]. In some cases, systemic candidemia may occur and 
is often due to Candida albicans though there is an over-
representation of Candida parapsilosis in intravenous (IV) 
drug users. Oral manifestations of nutritional deficiencies 
may be noted as well due to a poor diet [22–27].

3 � Mucocutaneous Findings by Patterns 
Associated with Routes of Administration

3.1 � Injection

Appreciating how illicit drugs are prepared for injection can 
lead to a better understanding of some of the reactions and 
side effects experienced by people who inject drugs (PWID). 
Street drugs may be injected intravenously (‘mainlining’ and 
‘fixing’), subcutaneously (‘skin popping’), intramuscularly, 
and even intra-arterially. By the time street drugs reach the 
user, they have often been diluted with cutting agents or 
adulterants to increase profits, boost or mimic the effect of 
the drug, and/or facilitate drug delivery [28]. Cutting agents 
and adulterants include commonplace products, such as 
flour, baking soda, sugars, caffeine, and paracetamol, or pre-
scription drugs, such as hydroxyzine, diltiazem, phenacetin, 
and lidocaine. Toxic chemicals may be added, such as lev-
amisole and xylazine. Cutting agents may introduce bacterial 
contaminants such as those found in soil and dust including 
anthrax and clostridium [29–32]. Powders, crystals, and, in 
some cases, tablets containing fillers such as starch, silicates, 
cellulose, salts, and sugars are added. The drug is then pul-
verized or crushed and dissolved in water, lemon juice, a 
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vitamin C solution, or another solvent depending on the drug 
being used. Once in solution, these drugs are then heated (or 
“cooked”) with a flame to further dissolve the drug, predis-
posing individuals to a thermal injury from steam or burns. 
Once fully dissolved, the drugs are passed through filters 
such as cotton wool, cigarette filters, and rayon before being 
placed in a syringe [28]. This method of filtering drugs may 
further introduce insoluble particles into the bloodstream 
upon injection [33–38]. Finally, PWID commonly do so in 
the company of others and may re-use and share needles and 
other equipment, increasing the risk of bloodborne patho-
gens such as HIV and hepatitis C [39]. Moreover, many of 
those who use drugs often experience homelessness or have 
other social factors that limit their access to clean supplies 
and equipment [40, 41]. Not surprisingly, given all the steps 
outlined above, the risk of infection is great. In fact, active 
injecting is one the strongest risk factors for drug-related 
mortality. Unfortunately, PWID are 13 times more likely to 
die prematurely than their peers [42, 43].

3.1.1 � Skin and Soft‑Tissue Infections

As mentioned above, PWID are at high risk for skin and 
soft-tissue infections (SSTIs). In fact, SSTIs are the primary 
reason a PWID will visit a healthcare provider presenting 
as abscesses, cellulitis, and necrotizing infections [44]. A 
meta-analysis of injection-related injuries and infection 
found that the current/past month prevalence of abscesses 
in PWID ranges between 6.1% (95% confidence interval 
[CI] 4.65–7.9) and 32.0% (95% CI 25.0–39.6) [45]. Another 
study reported over two thirds of PWID had a an SSTI over 
the course of 1 year [46].

The estimated prevalence of abscesses in PWID over the 
course of 6–12 months is 6.1% (95% CI 4.6–9.8) and 37.3% 
(95% CI 34.1–40.6) [45]. Thus, it is estimated that there are 
around 155,000–540,000 SSTIs in the USA annually among 
PWID [47]. Abscesses take about 1–2 weeks to evolve and 
typically present as painful, erythematous, and fluctuant 
nodules that may be associated with fevers; first-line treat-
ment is incision and drainage. Clinicians must also consider 
a pseudoaneurysm, which can be confused with an abscess 
in a PWID but would be pulsatile and result from an intra-
arterial injection [48, 49]. Abscesses and pseudoaneurysms 
can easily be differentiated on an ultrasound. Pseudoaneu-
rysms will have a pulsative flow causing turbulent forward 
and backward flow that can be detected with color Dopplers 
and contain a neck structure connecting the vessel with the 
aneurysmal sac [50]. Abscesses are localized fluid collec-
tions presenting as heterogenic, anechoic, or hypoechoic 
spherical masses with poorly defined borders. Compression 
of abscesses causes “swirling” of purulent contents but there 
is no pulsatile flow in abscesses [51].

Pathogens associated with abscesses include Staphylo-
coccus aureus, although an increased incidence of oral path-
ogens may be seen in those who lick their needles prior to 
injecting [52]. Clostridium may occur in the skin due to ger-
mination of spores with heating of drugs prior to injection 
when drugs are cut with soil. People who inject drugs also 
have an increased risk of developing tetanus or even anthrax 
infections [53–58]. Some abscesses may also be sterile, and 
these are due to the injection of oil-based, not fully absorbed 
drugs that can become firm dermal or subcutaneous nodules 
once they heal [52].

Several risk factors have been attributed to the develop-
ment of SSTIs including the use of non-sterile needles and 
intradermal injection (“skin popping”) [55]. Skin popping is 
associated with a five-fold increased risk of SSTIs compared 
with IV administration [59]. While many abscesses can be 
managed in an outpatient basis, these can be a source of 
significant morbidity and mortality and can cause sepsis, 
gangrene, amputation, and even death [43, 60].

People who inject drugs are also at an increased risk of 
developing cellulitis. Cellulitis is an infection of the deep 
dermis and subcutaneous tissue and diagnosed primarily via 
a physical examination. The signs of cellulitis include the 
cardinal signs of inflammation: erythema, pain, warmth, and 
swelling [61]. Vesicles, bullae, ecchymoses, and petechiae 
may also be seen. Erythema in darker skin tones can pre-
sent as violaceous, deep red/brown, or black plaques [62]. 
Purulence may or may not be present. Cellulitis will often 
have a growing ill-defined border and be asymmetric [63, 
64]. Patients may experience the signs and symptoms of 
systemic infection, such as fevers, chills, and malaise before 
the onset of cellulitis.

People who inject drugs are also prone to necrotizing 
infections [65]. Necrotizing soft-tissue infections can involve 
multiple layers of the skin as well the subcutaneous tissue, 
fascia, and muscles [66]. Patients typically have rapidly 
spreading, ill-defined erythema that may look more dusky 
gray than red, with edema that extends peripherally and pain 
out of proportion to what is seen on a physical examination 
[42, 43]. Exudates, when present, are usually malodorous 
and often without purulent drainage resembling dirty dish 
water. Bullae and/or crepitus can also be present. Any of 
these signs should prompt an emergent evaluation for surgi-
cal debridement [66–68].

3.1.2 � Intravenous Drug Injection

3.1.2.1  Track Marks  Initially, injection sites may appear 
similar to the site of a blood draw, with bruising, hema-
toma, and/or a pinpoint hemorrhagic crust where the nee-
dle penetrated the skin. However, as many drugs can cause 
inflammation and infection, these areas can also appear 
as painful erythematous macules and papules at the injec-
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tion site. Over time, these sites develop linear erythema 
and hyperpigmentation, eventually followed by skin and 
venous fibrosis and scarring from repeat injection into the 
same vein (Fig. 1) [69]. Thrombophlebitis may occur pre-
senting as pain, induration, and a “cord-like” sensation on 
palpation of the vein involved. In septic thrombophlebitis, 
microorganisms invade the venous wall, producing inflam-
mation, thrombosis, and bacteremia [70]. Track marks are 
ultimately a consequence of both skin and venous damage 
due to repeated injections, blunt and/or dirty needle use, and 
chemical irritation from insoluble particles in the substance 
being injected or irritant properties of the drug itself [71, 
72]. For example, heroin is more likely to cause track marks 
than cocaine given increased irritant properties [73]. Track 
marks often are found in the antecubital fossa (usually of 
the non-dominant side) but can also be in the upper arms 
and forearms, hands, legs, dorsal feet, and less commonly 
the neck and groin. Patients will often inject in new areas 
after the initial areas of injection have collapsed, become 
fibrotic and painful (time-dependent progression), and/or 
to find new areas associated with less social stigma [74]. 
Some PWID resort to subcutaneous (“skin popping”) injec-
tion once they have lost venous access [75, 76]. Areas of 
injection may also be visible after heating if a needle was 
sterilized with a flame, leaving a soot tattoo behind [77].

3.1.2.2  Tourniquet Hyperpigmentation  Tourniquet hyper
pigmentation refers to circumferential purpura, petechiae, 
or post-inflammatory hyperpigmentation due to tourni-
quets (such as belts, ties, and shoelaces) used to increase 
venous access during injections [9, 78]. Tourniquet hyper-
pigmentation is often found near track marks.

3.1.2.3  Puffy Hand Syndrome  Non-pitting, edematous, 
erythematous hands and feet may be seen with an IV drug 
injection (Fig. 2A). The edema may spare the fingers and 
toes. Initially intermittent, edema can become chronic and 
unresolving with postural changes or cessation of the sub-
stance being used. The dorsum of the hands are affected to a 

Fig. 1   Track marks. Linear fibrotic hyperpigmented plaques over 
veins frequently accessed for intravenous injection that are commonly 
seen over the antecubital fossae. Image with permission from Visu-
alDx

Fig. 2   Puffy hand syndrome. A Early phase of puffy hand syndrome 
with chronic edematous hands. Images provided by Daniel Ned-
elman, MD and Julie E. Mervak, MD. B Late phase of puffy hand 
syndrome with severely edematous hands secondary to lymphedema. 
Images provided by Toby Maurer
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greater extent, as these are commonly injected [79]. Severe 
disease may involve the palmar surface as well (Fig. 2B).

The clinical findings are caused by lymphedema second-
ary to damage to the lymphatics due to the sclerosing prop-
erties of injected drugs or adulterants [80, 81]. Risk factors 
include damage to lymphatic vessels and veins, skin ulcers, 
thrombosis, cellulitis, and injecting drugs with adulterants 
that are known to cause sclerosing of the veins [80]. Being 
female and not using tourniquets can also increase the risk of 
this syndrome [82, 83]. Fibrosis of the subcutaneous tissue 
leading to fibrosing of the lymphatic system can be seen on 
a biopsy and lymphangiograms [84].

3.1.2.4  Endocarditis  People who inject drugs are prone 
to right-sided endocarditis caused by bacterial contamina-
tion during an injection or when an injected substance con-
tains insoluble materials [85]. While seeding of the mitral 
valve can occur, this is more rare. Septic microemboli can 
cause irregular non-tender hemorrhagic macules found on 
the palms and soles (Janeway lesions) or small brown lines 
within nails (splinter hemorrhages), as well as petechiae and 
painful red-purple nodules with a pale center that suddenly 
appear on the finger or toe pads, indicative of a vasculitis 
(Osler nodes) [86].

3.1.3 � Intradermal or Subcutaneous Drug Injection (Skin 
Popping)

Skin popping is a term that is used to describe intradermal 
or subcutaneous administration of drugs such as cocaine, 
opioids, and barbiturates. This route of administration occurs 
accidentally if the vein is missed during an attempted IV 
injection or as a preferred route of administration particu-
larly after venous access has been lost [87]. This route of 
administration also reduces the chances of overdosing and 
enhances drug effects because of a slower release into the 
bloodstream [28, 75]. Skin popping is associated with a 
five-fold increased risk of SSTIs compared with IV admin-
istration and is the greatest risk factor for SSTIs in PWID 
[44, 88]. Recurrent skin infections may also increase the 
risk of amyloid A amyloidosis in this patient population, 
who will present with features consistent of nephrotic syn-
drome [89–91]. There are no characteristic skin lesions in 
amyloid A amyloidosis [92]. Even when skin popping does 
not cause infection, the local inflammatory response can 
result in necrosis, ulceration, and fibrosis [93, 94]. Cutane-
ous signs of chronic skin popping include hyperpigmented 
fibrotic lesions or depressed atrophic round scars, often 
found in the extremities (Fig. 3) [75, 95]. Keloidal changes 
may be seen [96]. Skin popping sites can become ulcerated 
and may be used as a “shooters patch”. These ulcers are 
characterized by a purple-tinged hue with a fibrotic texture 
on an otherwise healthy-appearing bed of granulation tissue. 

Patients may lose sensation in these areas but still complain 
of pain for secondary gains [94, 97]. Shooters patches are 
often found in the upper extremities, usually in an otherwise 
young healthy patient. Patients may not immediately seek 
medical care [97].

3.1.4 � Intra‑Arterial Injection

Intra-arterial injection may occur intentionally or acci-
dentally while attempting an IV or intradermal injection. 
Pseudoaneurysms may develop and can mimic abscesses 
but are pulsatile [48, 49]. Cases of IV drug injections into 
major arteries have also been reported [98–100]. If injected 
into small arteries during an attempted intradermal injec-
tion, some drugs such as cocaine can cause vasospasms 
and induce necrosis of digits and of the areas injected [75]. 
Pseudoaneurysms can be diagnosed with an ultrasound as 
these will have a pulsative flow causing turbulent forward 
and backward flow that can be detected with color Dopplers 
and contain a neck structure connecting the vessel with the 
aneurysmal sac [50].

3.2 � Insufflation (Snorting)

Insufflation or snorting of substances can cause chemical 
irritation and inflammation of the nasal mucosa, which can 
manifest as chronic rhinitis or sinusitis, edema, facial and 
temporomandibular joint pain, dysphonia, dysphagia, anos-
mia, foreign body sensation, and ulceration of the nasal pas-
sages [12, 101]. Patients may present with a hyperemic nasal 
mucosa and recurrent epistaxis, and thus have hemorrhagic 
crusting along the border of the nostrils [12]. Nostrils may 
also become asymmetric as the chronic inflammation will 

Fig. 3   Skin popping scars. Atrophic circular plaques at sites of intra-
dermal or subcutaneous injection points, commonly seen on the 
extremities. Image with permission from VisualDx
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erode tissues [102]. Prolonged use can cause nasal septal 
and palatal perforations and may even erode the midline 
pyramidal bones (manifesting as a saddle nose deformity), 
the lateral nasal walls, and maxillary and ethmoidal sinuses. 
A case of erosion of the occipital bone due to cocaine has 
been reported [101]. Verrucae in the nasal mucosa can be an 
indication of insufflation and because of sharing of snorting 
papers or dollar bills predisposing individuals to human pap-
illomavirus infection, although this is more of an incidental 
finding and usually secondary to nose picking [103]. Sharing 
of other utensils, such as straws, can increase the risk for 
other viruses, such as hepatitis C [104]. Other general signs 
of drug insufflation can be a white powder over the nose, or 
a long fifth digit fingernail, used to scoop cocaine from small 
bags and snort from [105].

3.3 � Inhalation

Inhalants are chemicals that are often found in commonly 
used legal products such as glues, paints, fuels, and sprays 
and contain volatile agents that are intentionally inhaled for 
psychoactive effects [106]. Per the National Survey on Drug 
Use and Health, adolescents account for the largest number 
of inhalant users, with approximately 1.8 million aged 12 
years and older having used inhalants [107]. Inhalant use can 
also be specific to other patient populations, such as adults 
with occupational access to volatile solvents, propellants, 
or anesthetics [108] or men who have sex with men (as the 
use of nitrates causes sphincter relaxation facilitating anal 
intercourse) [109]. Signs of inhalant use include patients 
having a chemical smell on the breath and/or clothes, paint 
or oil stains on clothing, nose, mouth, and nails, and carry-
ing sprays, and/or chemical-soaked rags in paper or plastic 
bags. Inhalant use effects are short lived, but if under the 
influence, patients may have inattentiveness, a drunk-like 
behavior, gait, and speech, and display irritability, anxiety, 
or violence. However, presentation is most often subtle and 
may present as chronic headaches or a decline in academic 
or work performance [110]. Mucocutaneous findings associ-
ated with inhalant use include chemical-induced irritation 
of the ocular and oral mucosa manifesting as conjunctival 
injection and hyperemic nasal and buccal mucosa, rhinor-
rhea, cheilitis, and oral sores. Nails may also have stains 
from solvents used [106]. These patients may also experi-
ence chemical burns, periorificial dermatitis, and allergic 
contact dermatitis. Inhalant toxicity to multiple organs such 
as the brain, heart, lungs, kidneys, and liver can have severe 
consequences, including death [106, 111, 112].

The inhalation of drug vapors (smoking) is a common 
method of administration of recreational drugs such as meth-
amphetamines, crack cocaine (crystalline rocks of cocaine), 
black tar heroin, phencyclidine (angel dust), cannabis, and 
N,N-dimethyltryptamine [113]. Smoking allows a faster 

absorption into the bloodstream through the pulmonary 
alveolar capillaries but may also have shorter lasting effects. 
Paraphernalia associated with smoking drugs include pipes, 
tin foil, and glass stems [113]. Incisor abrasions, periodonti-
tis, cavities, and premature aging have also been associated 
with inhalation of drugs, particularly crack cocaine [12]. 
Additionally, crack cocaine can cause blisters, sores, and 
cuts on the mucosal surfaces that can increase the risk of 
transmission of infections, such as herpes simplex virus 
and HIV [114]. Blackened hyperkeratotic linear or circular 
lesions on the palmar aspects of the fingers and palms due to 
repeated burns from holding a hot glass pipe when smoking 
crack cocaine have been reported [115]. Other non-specific 
signs of smoking drugs include thermal burns on the thumb 
pads and second and third digits [105, 116] or in the oral 
cavity as erythematous ulcers and vesicle formation along 
the affected mucosa. Drug users can also develop madaro-
sis or loss of the eyebrows and eyelashes due to a follicular 
injury from hot fumes being released during smoking [117].

4 � Mucocutaneous Manifestations by Drug

Below is a summary of the mucocutaneous manifestations 
of recreational drug use as organized by drug. A summary of 
the information presented can be found in Table 1.

4.1 � Cocaine (Coke, Snow, White, Flake, Blow, Crack, 
Bump)

Cocaine is a fine white powder that can be snorted, con-
sumed through the oral route, or mixed with water for injec-
tion. It is also available in a more potent and addictive free-
base form (crack), which comes as solid blocks or crystals 
that are smoked with systemic affects in seconds (compared 
with minutes for snorted cocaine). Cocaine can have many 
mucocutaneous manifestations that have been carefully sum-
marized and reviewed [12, 18, 102] and are also summarized 
in Table 1. Mucocutaneous manifestations of cocaine use 
depend on the route of administration. These include thermal 
burns and madarosis. “Crack hands” refers to hyperpigmen-
tation and hyperkeratosis of the hands due to pipe burns. 
Open wounds are a ground of infection, particularly for 
human papillomavirus, predisposing to verrucae formation 
[115]. Track marks, thrombophlebitis, skin abscesses, pseu-
doaneurysms, cellulitis, puffy hand syndrome, and neurotic 
excoriations can also be seen (see Sect. 3). Nail and hair 
changes have also been reported with cocaine use. Premature 
aging is common with drug use, and generalized graying and 
alopecia has been reported. Alopecia can be associated with 
malnutrition [14]. Additionally, stimulants can induce anxi-
ety that may trigger trichotillomania in some patients [15]. 
Perniosis, pulp atrophy, and parrot-beaked nails should clue 
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Table 1   Mucocutaneous manifestations of illicit drug use by route of administrationa

Manifestation Description Drugs associated with (predominant mode of 
administration, if known)

Cracked hands Hyperpigmentation and hyperkeratosis of the hands due 
to pipe burns. Open wounds are an entry for HPV infec-
tion and verrucae formation

Cocaine (inhalation)

Thermal burns Vesicles and ulcers in the oral mucosa
Burns on the thumb pads and second and third digits, 

usually in the non-dominant hand
Madarosis

Cocaine (inhalation, injection)
Heroin (inhalation, injection)

Track marks Erythematous hyperpigmented discoloration and fibrosis 
over veins

Cocaine (intravenous)
Heroin (intravenous)
Methamphetamines (intravenous)

Thrombophlebitis Painful indurated, cord-like changes to veins upon palpa-
tion

Cocaine (intravenous)
Heroin (intravenous)
Methamphetamines (intravenous)

Skin abscesses Painful, round, fluctuant, erythematous subcutaneous 
nodules

Cocaine (injection)
Heroin (injection)
Methamphetamines (injection)

Pseudoaneurysms Similar to skin abscesses but may pulsate. Often differen-
tiated from an abscess with an ultrasound

Cocaine (intra-arterial)
Heroin (intra-arterial)
Methamphetamines (intra-arterial)

Cellulitis Usually asymmetric, ill-defined, painful, warm, ery-
thematous, edematous expanding plaques. May have 
vesicles, bullae, ecchymoses

Cocaine (injection)
Heroin (injection)
Methamphetamines (injection)

Puffy hand syndrome Edematous hands that persist despite elevation and drug 
discontinuation

Cocaine (injection)
Heroin (injection)
Methamphetamines (injection)

Neurotic excoriations Erythematous papules with a hemorrhagic crust and exco-
riations, most likely secondary to formication

Stimulants such as cocaine and amphetamines

Cocaine-induced midline destruction Erythema, erosions, and ulceration of the nasal mucosal 
membranes, which may necrose and form fistulas in the 
oropharynx, orbits, nasolacrimal ducts, and even base 
of the skull

Cocaine (insufflation)

Raynaud’s phenomenon Characterized by white discoloration of the digits, then 
turning blue as the tissue becomes ischemic, and then 
red as blood flow returns to the areas involved

Cocaine
Cannabis

Buerger’s like disease Severe vasoconstriction will cause ulceration and atrophy 
of the pads of the digits

Cocaine
Methamphetamines
Cannabis

Peripheral arterial disease Ischemia caused by severe vasospasm inducing pain and 
necrosis of digits and extremities

Cocaine
Cannabis

Retiform purpura Purpuric retiform plaques with surrounding erythema 
usually affecting the ears, nose, other facial regions, 
abdomen, and limbs

Cocaine with levamisole (injection)

ANCA-vasculitis Appears 24–96 hours after exposure.
Usually p-ANCA with pr3 positivity

Cocaine with levamisole (injection)

Perniosis, pulp atrophy, and parrot-
beaked clawing of the nails

While it is not specific to crack cocaine use, this triad 
should alert the clinician of prolonged use

Cocaine

Long digit fingernail For insufflation Cocaine
Meth mouth Gingival inflammation, caries on buccal and lingual sur-

faces, and enamel erosions at the gingival margins
Methamphetamines
General drug use

Skin picking sores Prurigo nodules, erythematous erosions and ulcers, some 
with a hemorrhagic crust or secondary infection distrib-
uted throughout the body, including the face

Stimulants such as cocaine and amphetamines

Skin popping scars Hyperpigmented fibrotic lesions or depressed atrophic 
round scars, often found in the extremities

Cocaine(intradermal and subcutaneous)
Opioids (intradermal and subcutaneous)
Barbiturates (intradermal and subcutaneous)
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the physician on prolonged use of crack cocaine, although 
not specific for cocaine use [118]. Last, some patients may 
have a long digit fingernail that can be used for insufflation 
of cocaine [18].

Raynaud’s phenomenon, Buerger’s-like disease, and 
peripheral artery disease have also been reported [12, 
102]. These are likely due to the vasoconstrictive effects 
of cocaine. Similarly, cocaine can induce midline destruc-
tion (Fig. 4). This can present as erythema, erosions, 
and ulceration of the nasal mucosal membranes, which 
may necrose and form fistulas in the oropharynx, orbits, 
nasolacrimal ducts, and even the base of the skull [101]. 
Cocaine is also often adulterated with substances such 
as levamisole, which can cause classic retiform purpuric 
plaques with surrounding erythema that usually affect 
the ears, nose, other facial regions, abdomen, and limbs 
(see Sect.  5). p-ANCA vasculitis double positive for 
anti-myeloperoxidase and anti-proteinase 3 can be seen 
in the setting of cocaine use that has been adulterated 

with levamisole and rarely seen in other settings [119]. 
Importantly, anti-myeloperoxidase titers can also be sev-
eral fold higher than those with idiopathic vasculitis and 
are associated with leukopenia. Clinical presentations 
can be varied, but the most common clinical manifesta-
tion is pain in the large joints with systemic symptoms 
such as fever, sweats, and malaise. Cutaneous lesions can 
range from necrotic and purpuric plaques to abscesses to 
ecchymotic bullous lesions [119, 120]. Patients present 
with rhinorrhea and/or midline destruction could have a 
necrotizing and crescenteric glomerulonephritis as well 
as a pulmonary hemorrhage, suggesting granulomatosis 
with polyangiitis [119–121]. However, those with granu-
lomatosis with polyangiitis will have more pronounced 
constitutional symptoms and a more marked elevation of 
markers of chronic disease than those who have cocaine-
induced midline destruction [119]. Scleroderma and 
systemic sclerosis has also been associated with cocaine 
use. Patients can present with a predominantly vascular 

Table 1   (continued)

Manifestation Description Drugs associated with (predominant mode of 
administration, if known)

Urticarial lesions With predilection to the face and genitals Heroin
Velvety hyperpigmented patches on 

axillae and neck
May be confused with acanthosis nigricans Heroin

Fixed drug eruptions Violaceous erythematous patch/plaque that will present in 
the same location after exposure to the drug

Heroin
Cocaine

Necrolytic migratory erythema Erythematous painful eczematous or psoriasiform ery-
thematous papules that will coalesce to form arcuate 
plaques with a scalloped border. Not associated with 
glucagonomas

Heroin

Angular cheilitis Cracking and irritation of the mouth corners Cocaine (inhalation)
Hallucinogens (inhalation)
Other inhalants

Perioral dermatitis Diffuse facial papules and pustules in perioral distribution 
without comedones

Hallucinogens
Other inhalants

Conjunctival injection Redness in the conjunctiva Cannabis
Arteritis and vaso-occlusive changes Peripheral necrosis of the peripheral appendages Cocaine

Cannabis
Erythema with periodontal disease Predilection for gingivitis and gingival hypertrophy 

increased caries increased risk of candidiasis
Broken teeth (such as incisors in cocaine)

Cocaine (inhalation)
Cannabis (inhalation)

Retiform purpura Reticular purpuric plaques with necrosis on the ears, face 
(particularly nasal tip) and abdomen though extremities 
are often involved as well

Levamisole (injection)

Pyoderma gangrenosum-like lesions A pustule appears that then ulcerates and becomes 
necrotic with a dusky violaceous border. Predilection to 
the face, ears, and trunk

Levamisole (injection)

Xylazine-induced skin changes Progressive large, necrotic ulcers that may be raw and 
erythematous or have dark brown eschars

May be in sites distant from injection
ANCA negative

Xylazine (injection)

HPV human papillomavirus
a For references, please refer to the text
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involvement, such as with Raynaud’s phenomenon but 
mild or absent esophageal or lung involvement. Anti-
centromere antibodies or anti-Scl70 antibodies may or 
may not be present but a renal biopsy aids in diagnosis. 
The pathogenesis of the association between sclerosis and 
cocaine use and whether this could also be caused by lev-
amisole contamination remain uncertain [122].

4.2 � Methamphetamine (Meth, Speed, Chalk, Ice, 
Crystal Meth, Crank, Glass)

Methamphetamine is a stimulant that leads to euphoria and 
alertness, but also anxiety, psychosis, and hallucination. It 
is the third most commonly used drug worldwide second to 
cannabis and opioids [123]. In addition to the toxic effects of 
the drug itself, production of methamphetamine from readily 
available precursor materials includes toxic and flammable 
processes, leading to thermal and chemical burns often in 
clandestine home laboratories (though patients presenting 
with such burns will typically attribute burns to accidents 
with cooking of food) [124, 125]. Methamphetamine comes 
as a powder, tablet, or crystals and can be ingested via smok-
ing, insufflation (snorting), injection, swallowing, or via anal 
or vaginal suppositories. Common general findings include 
premature aging, xerosis, pruritus with associated prurigo 
nodules, and hyperhidrosis. Formication leading to skin-
picking behaviors, particularly over the face, can be seen 
and may be associated with hallucinations that there are 
bugs under the skin [126]. Given the frequent use of the IV 
route of administration, methamphetamine is associated with 
SSTIs including cellulitis and abscesses [127].

A classic mucosal finding among methamphetamine users 
is “meth mouth,” which presents with gingival inflammation, 
caries of the buccal and lingual surfaces (a four-fold increase 
above the general population), and enamel erosions at the 
gingival margins (Fig. 5) [128, 129]. This pattern of caries 
and enamel erosions is atypical in adults and may be the 
reason these patients ultimately seek medical or dental care 
[130]. Pabst et al. have reviewed the clinical presentation of 
meth mouth and jaw necrosis [131]. Meth mouth is thought 
to be caused by decreased saliva production and output 

Fig. 4   Cocaine-induced midline destruction of nasal septum. A Sep-
tal perforation without back light. B Septal perforation with back 
light in opposite nostril to better visualize the septal perforation. 
Images provided by Ginat W Mirowski, DMD, MD

Fig. 5   “Meth Mouth” characterized by gingival inflammation, exces-
sive cavities, and enamel erosions and the gingival margins. Image by 
Dozenist (assumed), “Suspected meth mouth 09-19-05” distributed 
under CC BY-SA 3.0
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resulting in xerostomia, as well as bruxism (teeth-grinding) 
that leads to increased wear patterns and cracked teeth, 
increased consumption of sugary beverages and snacks, and 
overall poor dental hygiene [132, 133]. Tooth loss correlates 
with the number of years of methamphetamine use [134]. 
Interestingly, no one particular route of administration is 
more associated with meth mouth [132]. It should be noted 
that the common features of meth mouth are not necessarily 
specific to methamphetamine use and may be seen with the 
use of other illicit drugs [23].

4.3 � Heroin (Smack, H, Ska, Skag, Junk, Brownstone)

Heroin is an opioid that is made from morphine. It comes 
in a fine white powder, or a sticky substance called “black 
tar”. It can be insufflated (snorted), smoked, or dissolved in 
water and heated for injection and can cause several cuta-
neous findings [135]. As discussed previously, PWID may 
develop abscesses and soft-tissue infections, track marks, 
puffy hand syndrome, pseudoaneurysms, cutaneous findings 
of skin popping, and shooters patches [28, 43, 48, 49, 60, 75, 
78, 79, 94, 97]. Granulomas may also form because of addi-
tives and impurities in the substance being injected [136]. 
About 4% of heroin users will also experience a “high itch” 
associated with urticarial lesions that can last several days 
and that have a predilection for the face and genitals [96]. 
Itch can cause neurotic excoriations and ulcers.

Some patients may present with velvety hyperpigmented 
patches on the axillae and neck, often confused with acan-
thosis nigricans [78]. Others have reported cases of fixed 
drug eruptions due to heroin use, which presents with a 
violaceous erythematous or hyperpigmented patch/plaques 
that will present in the same location after exposure to the 
drug [78, 137]. Similar cases have been reported for ecstasy 
[138] and cocaine [139]. Heroin can also cause toxic epider-
mal necrosis, which presents with sloughing of the mucosa 
around the mouth and necrosis of the skin, and a necrolytic 
migratory erythema that is not associated with glucagono-
mas [96]. In necrolytic migratory erythema, subjects will 
present with erythematous, painful, eczematous or psoriasi-
form erythematous papules that will coalesce to form arcu-
ate plaques with a scalloped border [140].

4.4 � Hallucinogens

Non-specific findings in those who use hallucinogens 
include angular cheilitis secondary to xerostomia caused by 
these drugs and/or jaundice and icteric sclera due to hepato-
toxicity [17, 141]. Use of 3,4-methylenedioxymethampheta-
mine (MDMA, Ecstasy, Molly) has been reported to cause a 
perioral dermatitis presenting as diffuse facial papules and 
pustules in perioral distribution without comedones [142]. 
Persons using MDMA may experience bruxism and trismus 

potentially related to serotonin; reports of wearing candy 
necklaces and pacifiers to mitigate jaw clenching have been 
described [143–146].

4.5 � Cannabis (Marijuana, Pot, Weed, Grass, Ganja, 
Mary Jane)

Cannabis is the most commonly used recreational drug 
resulting in euphoria followed by drowsiness, slow reaction 
time, and an increased appetite [2]. Recreational and medici-
nal use has grown with legalization in some states over the 
past years and reports of potential benefits in dermatologic 
conditions [147], though federal laws continue to define 
marijuana as illegal. The dried leaves are typically smoked in 
cigarettes, pipes, or cigars (joints, bongs, and blunts, respec-
tively), but may be cut or mixed with other drugs. Edible 
forms are also available. General mucocutaneous findings 
include xerostomia and dry eyes [148]. Rare cutaneous man-
ifestations include arteritis and vaso-occlusive changes with 
peripheral necrosis of lower limbs due to vasoconstrictive 
effects. Similar findings can also present in the hands with 
Raynaud’s phenomenon and/or ulcer formation with digi-
tal necrosis [149]. Diagnostically, a duplex ultrasound can 
differentiate between cannabis arteritis and atherosclerosis 
[150]. Treatment consists of cannabis cessation and daily 
aspirin 81 mg, which can lead to resolution [151]. Mucosal 
findings include xerostomia and/or erythema with periodon-
tal disease including gingivitis and gingival hypertrophy, 
increased caries, and increased risk of candidiasis similar to 
what is seen with other illicit drugs [26, 152].

5 � Mucocutaneous Manifestations 
of Impurities, Cutting Agents, 
and Adulterants

Illicit drugs often lack purity and contain other substances 
owing to processing, cutting agents (typically inert sub-
stances used to add bulk to the product), or adulterants 
(psychoactive agents added to enhance effect or delivery). 
Cutting agents are additional substances often added to 
illicit drugs to increase volume and reduce the cost, added 
intentionally during processing. These agents are often inert 
substances with similar visual properties to the drug itself 
to camouflage their presence (same color or texture) [153]. 
Cutting agents include a variety of common substances such 
as sugar, flour, talc, dirt, and magnesium salts among others. 
While some (sugars, for example) have little clinical toxicity, 
others can cause foreign body granulomas (talc) or infec-
tions (dirt) after injecting drugs cut with these substances.

The term adulterant typically refers to a substance that 
is pharmacologically active. Adulterants are added to illicit 
drugs intentionally to enhance drug effect or delivery. 
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Examples of adulterants are numerous and include quinine, 
lidocaine, amphetamine, caffeine, heroin, scopolamine, 
hydroxyzine, diphenhydramine levamisole, and xylazine. 
Levamisole and xylazine are increasingly common adul-
terants with a growing recognition of severe cutaneous 
manifestations.

5.1 � Levamisole

Levamisole is an antiparasitic medication typically used in 
livestock. While previously used in humans for oncologic 
and autoimmune conditions, levamisole caused neutrope-
nia, agranulocytosis, and vasculitis and was ultimately with-
drawn from the US market in 1999 [154, 155]. Levamisole is 
being increasingly added to cocaine and was detected in 70% 
of seized cocaine in 2009 compared with 30% in 2008 [156, 
157]. The first reports of retiform purpura and vasculitis/vas-
culopathy with levamisole tainted cocaine were published in 
2003; these cutaneous findings are now a well-recognized 
phenomenon with a fairly distinct cutaneous presentation 
of retiform purpura with necrosis on the ears, face (particu-
larly nasal tip), and abdomen, though extremities are often 
involved as well (Fig. 6) [158–160]. A biopsy of such lesions 
showed combined features of vasculitis and thrombotic 
vasculopathy with occlusion of vessels and immunofluores-
cence showing deposition of IgG, IgA, and C3 in vessels of 
the superficial dermis [161, 162]. A laboratory evaluation 
is significant for positive anti-nuclear antibodies, antiphos-
pholipid (lupus anticoagulant), and ANCAs. Among cases 
complicated by cutaneous findings, ANCAs were positive 
in nearly 80% of cases (most often p-ANCA) [159]. Cuta-
neous and laboratory findings typically resolve within 2–3 
weeks of cessation in the absence of re-exposure. Additional 

cutaneous manifestations of levamisole tainted cocaine such 
as pyoderma gangrenosum-like lesions have been reported 
alone or in combination with the more classic retiform pur-
puric lesions [163, 164]. Pyoderma gangrenosum-like pres-
entations present most commonly on the extremities and 
may also be associated with p-ANCA [164]. A high index 
of suspicion is necessary as the short half-life of levamisole 
makes it difficult to capture on testing.

5.2 � Xylazine (Tranq)

Xylazine is an alpha-adrenergic receptor agonist with 
vasoconstrictive properties used as a sedative (or tran-
quilizer) and pain reliever in veterinary medicine. 
Although having similar effects to opioids, it is not an 
opioid and effects are not reversed by naloxone; there is 
no known antidote [165]. Symptoms include coma, apnea, 
bradycardia, and hypotension. Xylazine tainted fentanyl 
and heroin (“Tranq Dope”) is being increasingly detected 
in the illicitly manufactured fentanyl supplies across the 
USA after early identification in hotspots including Puerto 
Rico (2001) and Philadelphia (2006) where up to 90% of 
fentanyl is contaminated with xylazine [166, 167]. There is 
also an increase in deaths due to an opioid overdose when 
xylazine is detected [168]. While initially added as a bulk-
ing agent, xylazine is thought to enhance and prolong the 
effect of opioids. Xylazine can also be added to cocaine 
(“speedball”), which is more common in Puerto Rico [169, 
170]. Numerous cutaneous manifestations of xylazine have 
been reported that range from ulcers (Fig. 7A) to necrotic 

Fig. 6   Levamisole-induced retiform purpura. Retiform purpuric 
plaques associated with levamisole-tainted drugs (most frequently 
cocaine) commonly seen on the bilateral helices, nasal tip, face, and 
extremities. Image with permission from VisualDx

Fig. 7   Xylazine-induced ulcers. Wide, large, erythematous, non-heal-
ing ulcer (A) or erythematous ulcer with necrotic eschar (B). Images 
provided by David Lehmann, MD and Jeana Marraffa, MD



292	 C. V. Alexander‑Savino et al.

eschars (Fig. 7B), sometimes in a background of retiform 
purpura at the sites of injection but also remote to the 
site of injection [166, 171–173]. These cutaneous find-
ings are likely a result of the vasoconstrictive effects of 
xylazine. Biopsies do not typically show vasculitis with 
mixed reports of thrombi/vasculopathy. Antiphospholipid 
and ANCAs are typically negative [171]. Xylazine is not 
detected on toxicology screens and is rapidly eliminated 
from the body, making it difficult to detect even with spe-
cialty testing [165].

The clinical consideration and management of xylazine 
overdoses have been addressed elsewhere [174]. Briefly, 
because of the overlap in presentation between xylazine 
and opioids, naloxone should be administered. Patients 
who do not respond or are partially responsive to naloxone 
should prompt consideration of xylazine intoxication or a 
mixed overdose. Respiratory rate and miosis improve, but 
if the mental status remains unimproved, then supportive 
care should be initiated. With regard to wound care, it is 
imperative that patients stop injecting the drug for healing. 
As expected, there is a risk of superinfection and thus the 
wound must be kept clean, moist, and covered at all times.

6 � Resources for Substance Use Disorder 
in the USA

There are many resources within the USA that can help 
those with substance use disorder. These include hotlines, 
support groups, treatment centers, therapists, commu-
nity-based organizations, educational programs, recovery 
coaches, and sober companions and even online recovery 
applications.

A national, 24/7, free confidential hotline that can assist 
families and individuals with substance use disorder to con-
nect with local treatment facilities, support groups, and com-
munity organizations is provided by the Substance Abuse 
and Mental Health Services Administration (SAMHSA) 
[175]. The hotline’s number is 1-800-662-HELP (4357).

Some hospitals may have addiction services for their 
patients or psychiatrists and therapists trained in helping 
those with drug use disorders. Some licensed healthcare 
providers may be able to even prescribe medication that can 
aid drug use disorders, such as methadone, suboxone, and 
naltrexone. Treatment centers can provide detoxification ser-
vices and counseling, as well as support. Some organizations 
offer virtual and physical meetings held in different lan-
guages and cultures all around the world, such as Narcotics 
Anonymous [176]. Insurance companies and Medicaid could 
provide coverage for drug addiction services and programs. 
Employee assistance programs are also available to provide 
referrals and counseling for patients with substance use.

7 � Conclusions

Mucocutaneous manifestations of illicit drug use may 
be non-specific or uniquely characteristic depending on 
the route of administration, specific drug, or adulterant. 
Improved recognition of these mucocutaneous manifes-
tations can lead to better identification and treatment of 
this patient population and allow physicians to connect 
these patients to appropriate resources for addiction and 
dependency.

Acknowledgements  The authors are indebted to Drs. David Lehmann, 
Jeanna Marraffa, Daniel Nadelman, Julie E. Mervak, and Toby Maurer 
for their immense kindness, collegiality, and collaboration for contrib-
uting photographs for this publication (DL and JM, xylazine, DN and 
JEM, puffy hand syndrome, and TM, puffy hand syndrome).

Declarations 

Funding  No funding was received for the preparation of this article.

Conflicts of Interest/Competing Interests  Carolina V. Alexander-Savi-
no has no conflicts of interest that are directly relevant to the content of 
this article. Donna A. Culton has received fees from Argenx for serv-
ing on advisory boards, serves as a principal investigator in clinical 
trials for Regeneron, Cabaletta, and Incyte, and receives royalties from 
UpToDate. Ginat W. Mirowski receives royalties from UpToDate.

Ethics Approval  Not applicable.

Consent to Participate  Not applicable.

Consent for Publication  Not applicable.

Availability of Data and Material  Not applicable.

Code Availability  Not applicable.

Authors’ Contributions  CVA, GWM, and DAC contributed to the lit-
erature review and writing of the manuscript. All authors have read and 
approved the final version of the manuscript and agree to be account-
able for the work as presented.

References

	 1.	 American Psychiatric Association. Substance-related and 
addictive disorders. 5th ed. Arlington: American Psychiatric 
Association; 2013.

	 2.	 Key substance use and mental health indicators in the United 
States: Results from the 2021 National Survey on Drug Use 
and Health (HHS Publication No. PEP22-07-01-005, NSDUH 
Series H-57). Center for Behavioral Health Statistics and Qual-
ity, Substance Abuse and Mental Health Services Adminis-
tration. Available from: https://​www.​samhsa.​gov/​data/​report/​
2021-​nsduh-​annual-​natio​nal-​report. (Accessed 19 Dec 2023).

	 3.	 General OotS. Addiction and substance misuse reports and 
publications. 2023. Available from: https://​www.​hhs.​gov/​surge​
ongen​eral/​repor​ts-​and-​publi​catio​ns/​addic​tion-​and-​subst​ance-​
misuse/​index.​html#:​~:​text=​The%​20ann​ual%​20eco​nomic%​

https://www.samhsa.gov/data/report/2021-nsduh-annual-national-report
https://www.samhsa.gov/data/report/2021-nsduh-annual-national-report
https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/index.html#:~:text=The%20annual%20economic%20impact%20of,billion%20for%20illicit%20drug%20use
https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/index.html#:~:text=The%20annual%20economic%20impact%20of,billion%20for%20illicit%20drug%20use
https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/index.html#:~:text=The%20annual%20economic%20impact%20of,billion%20for%20illicit%20drug%20use


293Mucocutaneous Signs of Drug Use

20imp​act%​20of,billi​on%​20for%​20ill​icit%​20drug%​20use. 
(Accessed 19 Dec 2023).

	 4.	 Drug overdose death rates. 2023. Available from: https://​druga​
buses​tatis​tics.​org/​drug-​overd​ose-​deaths/. (Accessed 19 Dec 
2023).

	 5.	 Overdose death and the involvement of ilicit drugs: urgent 
need for overdose prevention strategies. 2023. Available from: 
https://​www.​cdc.​gov/​drugo​verdo​se/​featu​red-​topics/​VS-​overd​
ose-​deaths-​illic​it-​drugs.​html. (Accessed 19 Dec 2023).

	 6.	 O’Donnell J, Matt Gladden R, Mattson CL, Hunter CT, Davis 
NL. Vital signs: characteristics of drug overdose deaths involv-
ing opioids and stimulants: 24 states and the District of Colum-
bia, January–June 2019. MMWR Morb Mortal Wkly Rep. 
2020;35(69):1189–97.

	 7.	 Philipone EM, Peters SM. Ulcerative and inflammatory lesions 
of the oral mucosa. Oral Maxillofac Surg Clin North Am. 
2023;35(2):219–26.

	 8.	 Proulx V, Tousignant B. Drugs of abuse and ocular effects. Clin 
Exp Optom. 2021;104(5):567–78.

	 9.	 Hennings C, Miller J. Illicit drugs: what dermatologists need 
to know. J Am Acad Dermatol. 2013;69(1):135–42.

	 10.	 Albattal RRH, Ye-Li Y, Albloushi FAJ, Albarmaqi RA, Malik 
A, Wasay A. Dermatologic manifestations of substance abuse. 
Int J Sci Invent Today. 2021;10(2):131–52.

	 11.	 NIDA. How can inhalant abuse be recognized? 2022. Available 
from: https://​nida.​nih.​gov/​publi​catio​ns/​resea​rch-​repor​ts/​inhal​
ants/​how-​can-​inhal​ant-​abuse-​be-​recog​nized. (Accessed 19 Dec 
2023).

	 12.	 Moreno-Artero E, Querol-Cisneros E, Rodríguez-Garijo 
N, Tomás-Velázquez A, Antoñanzas J, Secundino F, et  al. 
Mucocutaneous manifestations of cocaine abuse: a review. J 
Eur Acad Dermatol Venereol. 2018;32(9):1420–6.

	 13.	 Cheng GL, Zeng H, Leung MK, Zhang HJ, Lau BW, Liu YP, 
et al. Heroin abuse accelerates biological aging: a novel insight 
from telomerase and brain imaging interaction. Transl Psychia-
try. 2013;3(5): e260.

	 14.	 Reece AS. Hair graying in substance addiction. Arch Dermatol. 
2007;143(1):115–26.

	 15.	 George S, Moselhy H. Cocaine-induced trichotillomania. 
Addiction. 2005;100(2):255–6.

	 16.	 Hamalian G, Citrome L. Stimulant-induced trichotillomania. 
Subst Abus. 2010;31(1):68–70.

	 17.	 Park KK, Brodell RT, Helms SE. Angular cheilitis, part 2: 
nutritional, systemic, and drug-related causes and treatment. 
Cutis. 2011;88(1):27–32.

	 18.	 Brewer JD, Meves A, Bostwick JM, Hamacher KL, Pittelkow 
MR. Cocaine abuse: dermatologic manifestations and thera-
peutic approaches. J Am Acad Dermatol. 2008;59(3):483–7.

	 19.	 Weidman AI, Fellner MJ. Cutaneous manifestations of heroin 
and other addictive drugs. Study and analysis. N Y State J 
Med. 1971;71(22):2643–6.

	 20.	 Lipman ZM, Yosipovitch G. Substance use disorders and 
chronic itch. J Am Acad Dermatol. 2021;84(1):148–55.

	 21.	 Marshall CL, Williams V, Ellis C, Taylor RE, Bewley AP. 
Delusional infestation may be caused by recreational drug 
usage in some patients, but they may not disclose their habit. 
Clin Exp Dermatol. 2017;42(1):41–5.

	 22.	 Hadzic S, Dedic A, Gojkov-Vukelic M, Mehic-Basara N, 
Hukic M, Babic M, et al. The effect of psychoactive substances 
(drugs) on the presence and frequency of oral Candida species 
and Candida dubliniensis. Mater Sociomed. 2013;25(4):223–5.

	 23.	 Al-Bush MM. An oral cavity profile in illicit—Drug abusers? 
J Indian Soc Periodontol. 2019;23(6):517–24.

	 24.	 Antoniazzi RP, Sari AR, Casarin M, Moraes CMB, Feldens 
CA. Association between crack cocaine use and reduced sali-
vary flow. Braz Oral Res. 2017;5(31): e42.

	 25.	 Cossa F, Piastra A, Sarrion-Pérez MG, Bagán L. Oral 
manifestations in drug users: a review. J Clin Exp Dent. 
2020;12(2):e193-200.

	 26.	 Quaranta A, D’Isidoro O, Piattelli A, Hui WL, Perrotti V. 
Illegal drugs and periodontal conditions. Periodontol 2000. 
2022;90(1):62–87.

	 27.	 Poowanawittayakom N, Dutta A, Stock S, Touray S, Ellison 
RT 3rd, Levitz SM. Reemergence of intravenous drug use as 
risk factor for candidemia, Massachusetts, USA. Emerg Infect 
Dis. 2018;24(4):631–7.

	 28.	 Del Giudice P. Cutaneous complications of intravenous drug 
abuse. Br J Dermatol. 2004;150(1):1–10.

	 29.	 Cole C, Jones L, McVeigh J, Kicman A, Syed Q, Bellis M. 
Adulterants in illicit drugs: a review of empirical evidence. 
Drug Test Anal. 2011;3(2):89–96.

	 30.	 Midthun KM, Nelson LS, Logan BK. Levamisole: a toxic adul-
terant in illicit drug preparations: a review. Ther Drug Monit. 
2021;43(2):221–8.

	 31.	 Broséus J, Gentile N, Esseiva P. The cutting of cocaine and 
heroin: a critical review. Forensic Sci Int. 2016;262:73–83.

	 32.	 Ruiz-Colón K, Chavez-Arias C, Díaz-Alcalá JE, Martínez 
MA. Xylazine intoxication in humans and its importance as an 
emerging adulterant in abused drugs: a comprehensive review 
of the literature. Forensic Sci Int. 2014;240:1–8.

	 33.	 Kringsholm B, Christoffersen P. The nature and the occurrence 
of birefringent material in different organs in fatal drug addic-
tion. Forensic Sci Int. 1987;34(1–2):53–62.

	 34.	 Hahn HH, Schweid AI, Beaty HN. Complications of inject-
ing dissolved methylphenidate tablets. Arch Intern Med. 
1969;123(6):656–9.

	 35.	 Roux P, Carrieri MP, Keijzer L, Dasgupta N. Reducing harm 
from injecting pharmaceutical tablet or capsule material by 
injecting drug users. Drug Alcohol Rev. 2011;30(3):287–90.

	 36.	 Xie Y, Pope BA, Hunter AJ. Cotton fever: does the patient 
know best? J Gen Intern Med. 2016;31(4):442–4.

	 37.	 Geedipally H, Karki S, Shirke S, Bhimani R. Just a bad case 
of cotton fever: a case report and literature review. Cureus. 
2022;14(8): e28352.

	 38.	 Mezaache S, Briand-Madrid L, Laporte V, Mora M, Moudachi-
rou K, Rojas Castro D, et al. Correlates of self-reported cotton 
fever experience among people who inject opioids. Subst Use 
Misuse. 2020;55(6):1021–7.

	 39.	 Marks LR, Nolan NS, Liang SY, Durkin MJ, Weimer MB. 
Infectious complications of injection drug use. Med Clin North 
Am. 2022;106(1):187–200.

	 40.	 Hotton A, Mackesy-Amiti ME, Boodram B. Trends in home-
lessness and injection practices among young urban and sub-
urban people who inject drugs: 1997–2017. Drug Alcohol 
Depend. 2021;1(225): 108797.

	 41.	 Dahlman D, Berge J, Björkman P, Nilsson AC, Håkansson A. 
Both localized and systemic bacterial infections are predicted 
by injection drug use: a prospective follow-up study in Swedish 
criminal justice clients. PLoS One. 2018;13(5): e0196944.

	 42.	 Mathers BM, Degenhardt L, Bucello C, Lemon J, Wiessing 
L, Hickman M. Mortality among people who inject drugs: a 
systematic review and meta-analysis. Bull World Health Organ. 
2013;91(2):102–23.

	 43.	 Sanchez DP, Tookes H, Pastar I, Lev-Tov H. Wounds and skin 
and soft tissue infections in people who inject drugs and the 
utility of syringe service programs in their management. Adv 
Wound Care (New Rochelle). 2021;10(10):571–82.

	 44.	 Binswanger IA, Takahashi TA, Bradley K, Dellit TH, Benton 
KL, Merrill JO. Drug users seeking emergency care for soft 
tissue infection at high risk for subsequent hospitalization and 
death. J Stud Alcohol Drugs. 2008;69(6):924–32.

https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/index.html#:~:text=The%20annual%20economic%20impact%20of,billion%20for%20illicit%20drug%20use
https://drugabusestatistics.org/drug-overdose-deaths/
https://drugabusestatistics.org/drug-overdose-deaths/
https://www.cdc.gov/drugoverdose/featured-topics/VS-overdose-deaths-illicit-drugs.html
https://www.cdc.gov/drugoverdose/featured-topics/VS-overdose-deaths-illicit-drugs.html
https://nida.nih.gov/publications/research-reports/inhalants/how-can-inhalant-abuse-be-recognized
https://nida.nih.gov/publications/research-reports/inhalants/how-can-inhalant-abuse-be-recognized


294	 C. V. Alexander‑Savino et al.

	 45.	 Larney S, Peacock A, Mathers BM, Hickman M, Degenhardt 
L. A systematic review of injecting-related injury and dis-
ease among people who inject drugs. Drug Alcohol Depend. 
2017;1(171):39–49.

	 46.	 Monteiro J, Phillips KT, Herman DS, Stewart C, Keosaian J, 
Anderson BJ, et al. Self-treatment of skin infections by people 
who inject drugs. Drug Alcohol Depend. 2020;1(206): 107695.

	 47.	 See I, Gokhale RH, Geller A, Lovegrove M, Schranz A, Fleis-
chauer A, et al. National public health burden estimates of endo-
carditis and skin and soft-tissue infections related to injection 
drug use: a review. J Infect Dis. 2020;222(Suppl 5):S429–36.

	 48.	 Woodburn KR, Murie JA. Vascular complications of injecting 
drug misuse. Br J Surg. 1996;83(10):1329–34.

	 49.	 Georgiadis GS, Bessias NC, Pavlidis PM, Pomoni M, Batakis 
N, Lazarides MK. Infected false aneurysms of the limbs sec-
ondary to chronic intravenous drug abuse: analysis of periop-
erative considerations and operative outcomes. Surg Today. 
2007;37(10):837–44.

	 50.	 Azzo C, Driver L, Clark KT, Shokoohi H. Ultrasound assessment 
of postprocedural arterial pseudoaneurysms: techniques, clini-
cal implications, and emergency department integration. Cureus. 
2023;15(8): e43527.

	 51.	 Squire BT, Fox JC, Anderson C. ABSCESS: applied bedside 
sonography for convenient evaluation of superficial soft tissue 
infections. Acad Emerg Med. 2005;12(7):601–6.

	 52.	 Summanen PH, Talan DA, Strong C, McTeague M, Bennion 
R, Thompson JE Jr, et al. Bacteriology of skin and soft-tissue 
infections: comparison of infections in intravenous drug users 
and individuals with no history of intravenous drug use. Clin 
Infect Dis. 1995;20(Suppl. 2):S279–82.

	 53.	 Vugia DJ, Benson Werner S, Woodfill CJI. Wound botulism, teta-
nus, and necrotizing fasciitis among injecting drug Uuers in Cali-
fornia: the clostridial connection. Emerg Infect. 2004;6:111–20.

	 54.	 Berger T, Kassirer M, Aran AA. Injectional anthrax: new pres-
entation of an old disease. Euro Surveill. 2014;19(32):20877.

	 55.	 Chambers HF. Skin and soft tissue infections in persons who 
inject drugs. Infect Dis Clin North Am. 2021;35(1):169–81.

	 56.	 Pichlinski EM, Hoff E, Epperson LC, Morley E, Cao JD, Thoppil 
J, et al. Tetanus: a rare complication of black tar heroin use. Open 
Forum Infect Dis. 2022;9(3): ofab613.

	 57.	 Kimura AC, Higa JI, Levin RM, Simpson G, Vargas Y, Vugia 
DJ. Outbreak of necrotizing fasciitis due to Clostridium sordellii 
among black-tar heroin users. Clin Infect Dis. 2004;38(9):e87-91.

	 58.	 Francois MP, Roberts JR, Hewlett D. Tetanus in a parenteral drug 
abuser: report of a case. J Natl Med Assoc. 1994;86(3):223–5.

	 59.	 Binswanger IA, Kral AH, Bluthenthal RN, Rybold DJ, Edlin BR. 
High prevalence of abscesses and cellulitis among community-
recruited injection drug users in San Francisco. Clin Infect Dis. 
2000;30(3):579–81.

	 60.	 Annie FH, Bates MC, Uejio CK, Bhagat A, Kochar T, Embrey 
S. The impact of the drug epidemic on the incidence of sepsis in 
West Virginia. Cureus. 2018;10(10): e3521.

	 61.	 Raff AB, Kroshinsky D. Cellulitis: a review. JAMA. 
2016;316(3):325–37.

	 62.	 Wong CM, Scheufele CJ, Bodapativ S, Nguyen DA, Hermann 
AE, Charles JEM, et al. Presentations of cutaneous disease in 
various skin pigmentations: cutaneous abscesses. HCA Healthc 
J Med. 2022;3(3):153–9.

	 63.	 Bailey E, Kroshinsky D. Cellulitis: diagnosis and management. 
Dermatol Ther. 2011;24(2):229–39.

	 64.	 Chuang YC, Liu PY, Lai KL, Tseng CH. Bilateral lower limbs 
cellulitis: a narrative review of an overlooked clinical dilemma. 
Int J Gen Med. 2022;15:5567–78.

	 65.	 Gonzales y Tucker RD, Frazee B. View from the front lines: 
an emergency medicine perspective on clostridial infections in 
injection drug users. Anaerobe. 2014;30:108–15.

	 66.	 Stevens DL, Bryant AE. Necrotizing soft-tissue infections. N 
Engl J Med. 2017;377(23):2253–65.

	 67.	 Stevens DL, Bisno AL, Chambers HF, Dellinger EP, Goldstein 
EJ, Gorbach SL, et al. Practice guidelines for the diagnosis and 
management of skin and soft tissue infections: 2014 update by 
the Infectious Diseases Society of America. Clin Infect Dis. 
2014;59(2):147–59.

	 68.	 Samantha RP, Craft N, Burgin S. Necrotizing fascitis. 2023. 
Available from: https://​www.​visua​ldx.​com/​visua​ldx/​diagn​osis/​
necro​tizing+​fasci​itis?​diagn​osisId=​52006​&​modul​eId=​101&​
sex=-1. (Accessed 19 Dec 2023).

	 69.	 Barkley A, End B, Nagle SE, MPH, O'Malley GF. Opioid use 
disorder. 2022. Available from: https://​www.​visua​ldx.​com/​
visua​ldx/​diagn​osis/​opioid+​use+​disor​der?​modul​eId=​101&​
diagn​osisId=​56136. (Accessed 19 Dec 2023).

	 70.	 Samlaska CP, James WD. Superficial thrombophlebitis. II. 
Secondary hypercoagulable states. J Am Acad Dermatol. 
1990;23(1):1–18.

	 71.	 Sim MG, Hulse G, Khong E. Injecting drug use and skin 
lesions. Aust Fam Physician. 2004;33(7):519–22.

	 72.	 Darke S, Duflou J, Torok M. The health consequences of inject-
ing tablet preparations: foreign body pulmonary embolization 
and pulmonary hypertension among deceased injecting drug 
users. Addiction. 2015;110(7):1144–51.

	 73.	 Bergstrom KG. Cutaneous clues to drug addiction. J Drugs 
Dermatol. 2008;7(3):303–5.

	 74.	 Darke S, Ross J, Kaye S. Physical injecting sites among inject-
ing drug users in Sydney, Australia. Drug Alcohol Depend. 
2001;62(1):77–82.

	 75.	 Saporito RC, Lopez Pineiro MA, Migden MR, Silapunt S. Rec-
ognizing skin popping scars: a complication of illicit drug use. 
Cureus. 2018;10(6): e2726.

	 76.	 Meyer M, Eichenberger R, Strasser J, Dürsteler KM, Vogel M. 
“One prick and then it’s done”: a mixed-methods exploratory 
study on intramuscular injection in heroin-assisted treatment. 
Harm Reduct J. 2021;18(1):134.

	 77.	 Aslam A, Rather S, Hussain A, Younus F, Saqib NU, Has-
san I. Prevalence and pattern of dermatological manifestations 
among substance users across Kashmir Valley in North India. 
Indian Dermatol Online J. 2022;13(4):457–65.

	 78.	 Young AW Jr, Sweeney EW. Cutaneous clues to heroin addic-
tion. Am Fam Physician. 1973;7(2):79–87.

	 79.	 Gaghan LJ, Bode HP, Mervak JE. Puffy hand syndrome sec-
ondary to intravenous drug use presenting in pregnancy and 
persisting postpartum. JAAD Case Rep. 2021;14:124–6.

	 80.	 Del Giudice P, Durant J, Dellamonica P. Hand edema and 
acrocyanosis: “puffy hand syndrome.” Arch Dermatol. 
2006;142(8):1065–86.

	 81.	 Neviaser RJ, Butterfield WC, Wieche DR. The puffy hand of 
drug addiction: a study of the pathogenesis. J Bone Joint Surg 
Am. 1972;54(3):629–33.

	 82.	 Chouk M, Vidon C, Deveza E, Verhoeven F, Pelletier F, 
Prati C, et  al. Puffy hand syndrome. Joint Bone Spine. 
2017;84(1):83–5.

	 83.	 Janardan A, Ayoub M, Khan H, Jha P, Dhariwal MS. Mysteri-
ously puffy extremities: an unintended consequence of intrave-
nous drug abuse. Cureus. 2022;14(5): e25453.

	 84.	 Vivaldelli E, Sansone S, Maier A, Wiedermann CJ. Puffy hand 
syndrome. Lancet. 2017;389(10066):298.

https://www.visualdx.com/visualdx/diagnosis/necrotizing+fasciitis?diagnosisId=52006&moduleId=101&sex=-1
https://www.visualdx.com/visualdx/diagnosis/necrotizing+fasciitis?diagnosisId=52006&moduleId=101&sex=-1
https://www.visualdx.com/visualdx/diagnosis/necrotizing+fasciitis?diagnosisId=52006&moduleId=101&sex=-1
https://www.visualdx.com/visualdx/diagnosis/opioid+use+disorder?moduleId=101&diagnosisId=56136
https://www.visualdx.com/visualdx/diagnosis/opioid+use+disorder?moduleId=101&diagnosisId=56136
https://www.visualdx.com/visualdx/diagnosis/opioid+use+disorder?moduleId=101&diagnosisId=56136


295Mucocutaneous Signs of Drug Use

	 85.	 Moreillon P, Que YA. Infective endocarditis. Lancet. 
2004;363(9403):139–49.

	 86.	 Beaulieu A, Rehman HU. Janeway lesions. CMAJ. 
2010;182(10):1075.

	 87.	 Canales M, Gerhard J, Younce E. Lower extremity manifestations 
of “skin-popping” an illicit drug use technique: a report of two 
cases. Foot (Edinb). 2015;25(2):114–9.

	 88.	 Freibott CE, Phillips KT, Anderson BJ, Stewart C, Liebschutz 
JM, Stein MD. Under the skin: the relationship between subcu-
taneous injection and skin infections among people who inject 
drugs. J Addict Med. 2022;16(2):164–8.

	 89.	 Nayer A. Amyloid A amyloidosis: frequently neglected renal 
disease in injecting drug users. J Nephropathol. 2014;3(1):26–8.

	 90.	 Meador KH, Sharon Z, Lewis EJ. Renal amyloidosis and subcu-
taneous drug abuse. Ann Intern Med. 1979;91(4):565–7.

	 91.	 Bhat D, Asif M, Cooney CM, Schwartz D, Milner SM, Caffrey 
JA. Amyloidosis associated with skin popping: a case report and 
review of literature. Int J Dermatol. 2018;57(12):1504–8.

	 92.	 Wolff K, Johnson RA, Saavedra AP, Roh EK. The skin in 
immune, autoimmune, autoinflammatory, and rhuematic disor-
ders. Fitzpatrick’s color atlas and synopsis of clinical dermatol-
ogy. 8th ed. New York: McGraw-Hill Education; 2017.

	 93.	 Grunebaum A, Skupski D. Skin popping scars: a telltale sign 
of past and present subcutaneous drug abuse. Case Rep Perinat 
Med. 2012;1(1–2):37–9.

	 94.	 Michet CJ, Whitelock C, Siparsky N. It takes a village: the 
management of extreme sequelae of skin popping. Wounds. 
2021;33(1):9–19.

	 95.	 Christine Hunt MD SHM, Lowell A. Goldsmith MD, MPH. Skin 
popping substance abuse. 2021. Available from: https://​www.​
visua​ldx.​com/​visua​ldx/​diagn​osis/?​modul​eId=​101&​diagn​osisId=​
53583. (Accessed 19 Dec 2023).

	 96.	 Young AW Jr, Rosenberg FR. Cutaneous stigmas of heroin addic-
tion. Arch Dermatol. 1971;104(1):80–6.

	 97.	 Mital R, Chung CG, Kaffenberger BH. Recognizing cutaneous 
signs of addiction: the “shooter’s patch” and surrounding buck-
shot tattoos. Int J Dermatol. 2023;62(7):e374–6.

	 98.	 Diluna ML, Bydon M, Gunel M, Johnson MH. Complications 
from cervical intra-arterial heroin injection. BMJ Case Rep. 
2009;2009:bcr2007118752.

	 99.	 Silverman SH, Turner WW Jr. Intraarterial drug abuse: new treat-
ment options. J Vasc Surg. 1991;14(1):111–6.

	100.	 Matoussevitch V, Aleksic M, Gawenda M, Brunkwall J. Primary 
extraanatomical revascularization for groin infections in drug 
addicts. Vasa. 2007;36(3):210–4.

	101.	 Molteni M, Saibene AM, Luciano K, Maccari A. Snorting the 
clivus away: an extreme case of cocaine-induced midline destruc-
tive lesion. BMJ Case Rep. 2016;2016:bcr2016216393.

	102.	 Sánchez-Puigdollers A, Just-Sarobé M, Pastor-Jané L. Cutane-
ous and mucosal conditions Associated with cocaine use. Actas 
Dermosifiliogr. 2023;114(2):125–31.

	103.	 Schuster DS. Snorters’ warts. Arch Dermatol. 1987;123(5):571.
	104.	 Fernandez N, Towers CV, Wolfe L, Hennessy MD, Weitz B, 

Porter S. Sharing of snorting straws and hepatitis C virus infec-
tion in pregnant women. Obstet Gynecol. 2016;128(2):234–7.

	105.	 Hendrickson RG, Cloutier R, John MK. Methamphetamine-
related emergency department utilization and cost. Acad Emerg 
Med. 2008;15(1):23–31.

	106.	 Anderson CE, Loomis GA. Recognition and prevention of inhal-
ant abuse. Am Fam Physician. 2003;68(5):869–74.

	107.	 Lipari RN. Understanding adolescent inhalant use. The CBHSQ 
Report: June 13, 2017. Center for Behavioral Health Statistics 

and Quality, Substance Abuse and Mental Health Services 
Administration, Rockville, MD.

	108.	 Williams JF, Storck M. American Academy of Pediatrics Com-
mittee on Substance Abuse; American Academy of Pediatrics 
Committee on Native American Child Health. Inhalant abuse. 
Pediatrics. 2007;119(5):1009–17.

	109.	 Romanelli F, Smith KM, Thornton AC, Pomeroy C. Poppers: 
epidemiology and clinical management of inhaled nitrite abuse. 
Pharmacotherapy. 2004;24(1):69–78.

	110.	 Kurtzman TL, Otsuka KN, Wahl RA. Inhalant abuse by adoles-
cents. J Adolesc Health. 2001;28(3):170–80.

	111.	 Brouette T, Anton R. Clinical review of inhalants. Am J Addict. 
2001;10(1):79–94 (Winter).

	112.	 Howard MO, Bowen SE, Garland EL, Perron BE, Vaughn MG. 
Inhalant use and inhalant use disorders in the United States. 
Addict Sci Clin Pract. 2011;6(1):18–31.

	113.	 Walker L. Smoking drugs: side effects and dangers. 2022. 
Available from: https://​deser​thope​treat​ment.​com/​addic​tion-​
guide/​admin​istra​tion-​metho​ds/​smoke/. (Accessed 19 Dec 
2023).

	114.	 Faruque S, Edlin BR, McCoy CB, Word CO, Larsen SA, 
Schmid DS, et al. Crack cocaine smoking and oral sores in 
three inner-city neighborhoods. J Acquir Immune Defic Syndr 
Hum Retrovirol. 1996;13(1):87–92.

	115.	 Feeney CM, Briggs S. Crack hands: a dermatologic effect of 
smoking crack cocaine. Cutis. 1992;50(3):193–4.

	116.	 Bernardes Filho F, Silva YB, Martins LG, Sasso LS, Abreu 
MA. Fingertip and nasal tip thermal burn in crack cocaine user. 
An Bras Dermatol. 2013;88(5):850–2.

	117.	 Tames SM, Goldenring JM. Madarosis from cocaine use. N 
Engl J Med. 1986;314(20):1324.

	118.	 Payne-James JJ, Munro MH, Rowland Payne CM. Pseudo-
sclerodermatous triad of perniosis, pulp atrophy and “par-
rot-beaked” clawing of the nails: a newly recognized syn-
drome of chronic crack cocaine use. J Forensic Leg Med. 
2007;14(2):65–71.

	119.	 McGrath MM, Isakova T, Rennke HG, Mottola AM, Laliberte 
KA, Niles JL. Contaminated cocaine and antineutrophil cyto-
plasmic antibody-associated disease. Clin J Am Soc Nephrol. 
2011;6(12):2799–805.

	120.	 Wiik A. Drug-induced vasculitis. Curr Opin Rheumatol. 
2008;20(1):35–9.

	121.	 Neynaber S, Mistry-Burchardi N, Rust C, Samtleben W, Burgdorf 
WH, Seitz MA, et al. PR3-ANCA-positive necrotizing multi-
organ vasculitis following cocaine abuse. Acta Derm Venereol. 
2008;88(6):594–6.

	122.	 Andreussi R, Silva LMB, da Silva HC, Luppino-Assad AP, 
Andrade DCO, Sampaio-Barros PD. Systemic sclerosis induced 
by the use of cocaine: is there an association? Rheumatol Int. 
2019;39(2):387–93.

	123.	 United Nations Office of Drugs and Crime. World drug report. 
2020. Available from: https://​wdr.​unodc.​org/​wdr20​20/​index​2020.​
html. (Accessed 19 Dec 2023).

	124.	 Vearrier D, Greenberg MI, Miller SN, Okaneku JT, Haggerty 
DA. Methamphetamine: history, pathophysiology, adverse 
health effects, current trends, and hazards associated with 
the clandestine manufacture of methamphetamine. Dis Mon. 
2012;58(2):38–89.

	125.	 O’Neill TB, Rawlins JM, Rea S, Wood FM. Methamphetamine 
laboratory-related burns in Western Australia: why the explo-
sion? Burns. 2011;37(6):1044–8.

https://www.visualdx.com/visualdx/diagnosis/?moduleId=101&diagnosisId=53583
https://www.visualdx.com/visualdx/diagnosis/?moduleId=101&diagnosisId=53583
https://www.visualdx.com/visualdx/diagnosis/?moduleId=101&diagnosisId=53583
https://deserthopetreatment.com/addiction-guide/administration-methods/smoke/
https://deserthopetreatment.com/addiction-guide/administration-methods/smoke/
https://wdr.unodc.org/wdr2020/index2020.html
https://wdr.unodc.org/wdr2020/index2020.html


296	 C. V. Alexander‑Savino et al.

	126.	 Bang AS, Zakaria A, Williams JC, Amerson EH, Leslie KS. 
Distribution of skin diseases among patients using methampheta-
mine. J Am Acad Dermatol. 2023;88(3):741–3.

	127.	 Richards JR, Bretz SW, Johnson EB, Turnipseed SD, Brofeldt 
BT, Derlet RW. Methamphetamine abuse and emergency depart-
ment utilization. West J Med. 1999;170(4):198–202.

	128.	 Shetty V, Harrell L, Clague J, Murphy DA, Dye BA, Belin TR. 
Methamphetamine users have increased dental disease: a propen-
sity score analysis. J Dent Res. 2016;95(7):814–21.

	129.	 For the dental patient ... methamphetamine use and oral health. 
J Am Dent Assoc. 2005;136(10):1491. Available from: https://​
www.​ada.​org/-/​media/​proje​ct/​ada-​organ​izati​on/​ada/​ada-​org/​files/​
resou​rces/​resea​rch/​oral-​health-​topics/​patie​nt_​55.​pdf. (Accessed 
19 Dec 2023)

	130.	 Wang P, Chen X, Zheng L, Guo L, Li X, Shen S. Comprehensive 
dental treatment for “meth mouth”: a case report and literature 
review. J Formos Med Assoc. 2014;113(11):867–71.

	131.	 Pabst A, Castillo-Duque JC, Mayer A, Klinghuber M, Werk-
meister R. Meth mouth: a growing epidemic in dentistry? Dent 
J (Basel). 2017;5(4):29.

	132.	 Clague J, Belin TR, Shetty V. Mechanisms underlying 
methamphetamine-related dental disease. J Am Dent Assoc. 
2017;148(6):377–86.

	133.	 Stanciu CN, Glass M, Muzyka BC, Glass OM. “Meth mouth”: 
an interdisciplinary review of a dental and psychiatric condi-
tion. J Addict Med. 2017;11(4):250–5.

	134.	 Shetty V, Harrell L, Murphy DA, Vitero S, Gutierrez A, 
Belin TR, et al. Dental disease patterns in methamphetamine 
users: findings in a large urban sample. J Am Dent Assoc. 
2015;146(12):875–85.

	135.	 NIDA. Heroin drug facts. 2022. Available from: https://​nida.​
nih.​gov/​publi​catio​ns/​drugf​acts/​heroin. (Accessed 19 Dec 
2023).

	136.	 Posner DI, Guill MA 3rd. Cutaneous foreign body granulomas 
associated with intravenous drug abuse. J Am Acad Dermatol. 
1985;13(5 Pt 2):869–72.

	137.	 Westerhof W, Wolters EC, Brookbakker JT, Boelen RE, Schip-
per ME. Pigmented lesions of the tongue in heroin addicts: 
fixed drug eruption. Br J Dermatol. 1983;109(5):605–10.

	138.	 Barbier O, Galadari A, Milpied B, Sanchez P, Kassab S, Gon-
calves R, et al. Ecstasy-induced fixed drug eruption. Contact 
Dermatitis. 2022;87(3):280–1.

	139.	 Nelson LM. Fixed drug eruptions; a report of two cases, 
one caused by niacin, the other by cocaine. Calif Med. 
1955;82(2):127–8.

	140.	 Toberer F, Hartschuh W, Wiedemeyer K. Glucagonoma-associ-
ated necrolytic migratory erythema: the broad spectrum of the 
clinical and histopathological findings and clues to the diagno-
sis. Am J Dermatopathol. 2019;41(3):e29-32.

	141.	 Andreu V, Mas A, Bruguera M, Salmerón JM, Moreno V, 
Nogué S, et al. Ecstasy: a common cause of severe acute hepa-
totoxicity. J Hepatol. 1998;29(3):394–7.

	142.	 Wollina U, Kammler HJ, Hesselbarth N, Mock B, Bosseckert 
H. Ecstasy pimples: a new facial dermatosis. Dermatology. 
1998;197(2):171–3.

	143.	 Meyer JS. 3,4-methylenedioxymethamphetamine (MDMA): 
current perspectives. Subst Abuse Rehabil. 2013;4:83–99.

	144.	 Milosevic A, Agrawal N, Redfearn P, Mair L. The occur-
rence of toothwear in users of Ecstasy (3,4-methylenedi-
oxymethamphetamine). Community Dent Oral Epidemiol. 
1999;27(4):283–7.

	145.	 Dinis-Oliveira RJ, Caldas I, Carvalho F, Magalhães T. Bruxism 
after 3,4-methylenedioxymethamphetamine (ecstasy) abuse. 
Clin Toxicol (Phila). 2010;48(8):863–4.

	146.	 Information bulletin. In: Justice Do, editor. National Drug 
Intelligence Center; 2001. Available from: https://​www.​justi​ce.​
gov/​archi​ve/​ndic/​pubs/​656/​656p.​pdf. (Accessed 19 Dec 2023)

	147.	 Shao K, Stewart C, Grant-Kels JM. Cannabis and the skin. Clin 
Dermatol. 2021;39(5):784–95.

	148.	 Ford TC, Hayley AC, Downey LA, Parrott AC. Cannabis: an 
overview of its adverse acute and chronic effects and its impli-
cations. Curr Drug Abuse Rev. 2017;10(1):6–18.

	149.	 Desbois AC, Cacoub P. Cannabis-associated arterial disease. 
Ann Vasc Surg. 2013;27(7):996–1005.

	150.	 Noël B, Ruf I, Panizzon RG. Cannabis arteritis. J Am Acad 
Dermatol. 2008;58(5 Suppl. 1):S65–7.

	151.	 Regarding NB. cannabis arteritis revisited: ten new case 
reports. Angiology. 2001;52(7):505–6.

	152.	 Darling MR. Cannabis abuse and oral health care: review and 
suggestions for management. SADJ. 2003;58(5):189–90.

	153.	 Shannon M. Clinical toxicity of cocaine adulterants. Ann 
Emerg Med. 1988;17(11):1243–7.

	154.	 Macfarlane DG, Bacon PA. Levamisole-induced vas-
culitis due to circulating immune complexes. Br Med J. 
1978;1(6110):407–8.

	155.	 Scheinberg MA, Bezerra JB, Almeida FA, Silveira LA. Cuta-
neous necrotising vasculitis induced by levamisole. Br Med J. 
1978;1(6110):408.

	156.	 Agranulocytosis associated with cocaine use: four States, 
March 2008-November 2009. MMWR Morb Mortal Wkly Rep. 
2009 Dec 18;58(49):1381–5.

	157.	 Impact of Drugs on Society - National Drug Threat Assess-
ment 2010 [Internet]. Available from: https://​www.​justi​ce.​gov/​
archi​ve/​ndic/​pubs38/​38661/​drugI​mpact.​htm. (Accessed 19 Dec 
2023)

	158.	 Song PI, Craft N, Burgin S. Cocaine levamisole toxicity. 2017. 
Available from: https://​www.​visua​ldx.​com/​visua​ldx/​diagn​
osis/?​modul​eId=​101&​diagn​osisId=​54687. (Accessed 19 Dec 
2023).

	159.	 Larocque A, Hoffman RS. Levamisole in cocaine: unex-
pected news from an old acquaintance. Clin Toxicol (Phila). 
2012;50(4):231–41.

	160.	 Marquez J, Aguirre L, Muñoz C, Echeverri A, Restrepo M, 
Pinto LF. Cocaine-levamisole-induced vasculitis/vasculopathy 
syndrome. Curr Rheumatol Rep. 2017;19(6):36.

	161.	 Strazzula L, Brown KK, Brieva JC, Camp BJ, Frankel HC, 
Kissin E, et al. Levamisole toxicity mimicking autoimmune 
disease. J Am Acad Dermatol. 2013;69(6):954–9.

	162.	 Pearson T, Bremmer M, Cohen J, Driscoll M. Vasculopathy 
related to cocaine adulterated with levamisole: a review of the 
literature. Dermatol Online J. 2012;18(7):1.

	163.	 Martínez-Gómez M, Ramírez-Ospina JA, Ruiz-Restrepo JD, 
Velásquez-Lopera MM. Pyoderma gangrenosum associated to 
the use of cocaine/levamisole: series of three cases and litera-
ture review. An Bras Dermatol. 2021;96(2):188–95.

	164.	 Jeong HS, Layher H, Cao L, Vandergriff T, Dominguez AR. 
Pyoderma gangrenosum (PG) associated with levamisole-
adulterated cocaine: clinical, serologic, and histopatho-
logic findings in a cohort of patients. J Am Acad Dermatol. 
2016;74(5):892–8.

	165.	 Pergolizzi J Jr, LeQuang JAK, Magnusson P, Miller TL, Breve 
F, Varrassi G. The new stealth drug on the street: a narra-
tive review of xylazine as a street drug. Cureus. 2023;15(6): 
e40983.

	166.	 Rubin R. Here’s what to know about xylazine, aka Tranq, the 
animal tranquilizer increasingly found in illicit fentanyl sam-
ples. JAMA. 2023;329(22):1904–6.

	167.	 Alexander RS, Canver BR, Sue KL, Morford KL. Xylazine 
and overdoses: trends, concerns, and recommendations. Am J 
Public Health. 2022;112(8):1212–6.

https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/oral-health-topics/patient_55.pdf
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/oral-health-topics/patient_55.pdf
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/oral-health-topics/patient_55.pdf
https://nida.nih.gov/publications/drugfacts/heroin
https://nida.nih.gov/publications/drugfacts/heroin
https://www.justice.gov/archive/ndic/pubs/656/656p.pdf
https://www.justice.gov/archive/ndic/pubs/656/656p.pdf
https://www.justice.gov/archive/ndic/pubs38/38661/drugImpact.htm
https://www.justice.gov/archive/ndic/pubs38/38661/drugImpact.htm
https://www.visualdx.com/visualdx/diagnosis/?moduleId=101&diagnosisId=54687
https://www.visualdx.com/visualdx/diagnosis/?moduleId=101&diagnosisId=54687


297Mucocutaneous Signs of Drug Use

	168.	 Kariisa M, O’Donnell J, Kumar S, Mattson CL, Goldberger 
BA. Illicitly manufactured fentanyl-involved overdose deaths 
with detected xylazine: United States, January 2019-June 2022. 
MMWR Morb Mortal Wkly Rep. 2023;72(26):721–7.

	169.	 Reyes JC, Negrón JL, Colón HM, Padilla AM, Millán MY, 
Matos TD, et al. The emerging of xylazine as a new drug of 
abuse and its health consequences among drug users in Puerto 
Rico. J Urban Health. 2012;89(3):519–26.

	170.	 Torruella RA. Xylazine (veterinary sedative) use in Puerto 
Rico. Subst Abuse Treat Prev Policy. 2011;11(6):7.

	171.	 Rose L, Kirven R, Tyler K, Chung C, Korman AM. Xylazine-
induced acute skin necrosis in two patients who inject fentanyl. 
JAAD Case Rep. 2023;36:113–5.

	172.	 Malayala SV, Papudesi BN, Bobb R, Wimbush A. Xylazine-
induced skin ulcers in a person who injects drugs in Philadel-
phia, Pennsylvania, USA. Cureus. 2022;14(8): e28160.

	173.	 Bishnoi A, Singh V, Khanna U, Vinay K. Skin ulcerations 
caused by xylazine: a lesser-known entity. J Am Acad Derma-
tol. 2023;89(2):e99-102.

	174.	 Sue KL, Hawk K. Clinical considerations for the management 
of xylazine overdoses and xylazine-related wounds. Addiction. 
2023.

	175.	 Administration SAaMHS. SAMHSA's national helpline. 2023. 
Available from: https://​www.​samhsa.​gov/​find-​help/​natio​nal-​
helpl​ine. (Accessed 19 Dec 2023).

	176.	 Services NAW. Welcome to www.​NA.​org. 2023. Available 
from: https://​na.​org/. (Accessed 19 Dec 2023).

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.

https://www.samhsa.gov/find-help/national-helpline
https://www.samhsa.gov/find-help/national-helpline
http://www.NA.org
https://na.org/

	Mucocutaneous Manifestations of Recreational Drug Use
	Abstract
	1 Introduction
	2 Non-Specific Mucocutaneous Findings
	2.1 General Appearance
	2.2 Pruritus and Formication
	2.3 General Oral Mucosa Findings

	3 Mucocutaneous Findings by Patterns Associated with Routes of Administration
	3.1 Injection
	3.1.1 Skin and Soft-Tissue Infections
	3.1.2 Intravenous Drug Injection
	3.1.2.1 Track Marks 
	3.1.2.2 Tourniquet Hyperpigmentation 
	3.1.2.3 Puffy Hand Syndrome 
	3.1.2.4 Endocarditis 

	3.1.3 Intradermal or Subcutaneous Drug Injection (Skin Popping)
	3.1.4 Intra-Arterial Injection

	3.2 Insufflation (Snorting)
	3.3 Inhalation

	4 Mucocutaneous Manifestations by Drug
	4.1 Cocaine (Coke, Snow, White, Flake, Blow, Crack, Bump)
	4.2 Methamphetamine (Meth, Speed, Chalk, Ice, Crystal Meth, Crank, Glass)
	4.3 Heroin (Smack, H, Ska, Skag, Junk, Brownstone)
	4.4 Hallucinogens
	4.5 Cannabis (Marijuana, Pot, Weed, Grass, Ganja, Mary Jane)

	5 Mucocutaneous Manifestations of Impurities, Cutting Agents, and Adulterants
	5.1 Levamisole
	5.2 Xylazine (Tranq)

	6 Resources for Substance Use Disorder in the USA
	7 Conclusions
	Acknowledgements 
	References




