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Morphea «En Coup De Sabre» at
the Site of Healed Herpes
Zoster Ophthalmicus夽

the diagnosis was confirmed by means of the Tzanck test
and the lesions were treated with 500 mg of famciclovir 3
times a day for 7 days. Remission of the lesions occurred over
a period of 2-4 weeks, leaving residual hyperpigmentation
and scarring. In the previous 2 months, the patient observed
thickening and hardening of the scalp near the forehead but
no involvement of the area around the left eye.

Morfea en coup de sabre sobre el área cutánea
de un herpes zóster oftálmico cicatrizado

P. García-Montero,a,∗ R. Serrano-Pardo,b
R. Ruiz-Rodríguez,c I. Sánchez-Carpinteroc
a

Departamento de Dermatología, Hospital Costa del Sol,
Marbella, Málaga, España
b

Departamento de Anatomía Patológica, Clínica Ruber,
Madrid, España
c
Hospital Dermatológico Internacional, Madrid, España
Corresponding author.
E-mail address: garciamonteropablo@gmail.com
(P. García-Montero).
∗

https://doi.org/10.1016/j.adengl.2019.07.013
1578-2190/
© 2019 Elsevier España, S.L.U. and AEDV. Published by Elsevier
España, S.L.U. All rights reserved.

To the Editor:
Morphea ‘‘en coup de sabre’’ (MCS) is a type of linear morphea that can involve the frontal and parietal region of the
scalp, and the face. It mainly affects the skin and subcutaneous tissue, resulting in cicatricial alopecia.1,2 Morphea
sites have been reported to coincide with those of other, preexisting, inflammatory dermatoses, including herpes zoster.
A thorough review of the English-language literature, however, found no report of MCS appearing at the site of healed
herpes zoster ophthalmicus to date. We report what is probably the first case of MCS at the site of healed herpes zoster
ophthalmicus.
A 40-year-old woman visited our department with
changes in the color and texture of the skin on the forehead that had begun 2 months earlier. The lesions began
insidiously and advanced to the frontal scalp, giving rise
to cicatricial alopecia. The patient had no history of prior
trauma, abnormal vision, headaches, or convulsions. Five
months earlier, the patient had visited our department with
painful lesions containing fluid around the left eye and on
the forehead. The lesions were diagnosed as herpes zoster;
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Figure 1 Band of thickened and indurated skin extending vertically along the forehead to the frontal scalp.
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Table 1
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Comparison of Cases of Morphea at the Site of Healed Herpes Zoster.

Case No.

Case Report

Age/Sex

Type of Morphea

Dermatome
Involved

Time Elapsed
Between Diseases

1
2
3

Qu T et al.3
Noh TW et al.4
Forschner A et al.5

24/M
57/M
40/F

T9-12
T2-4
C4-7

2y
4 mo
1 mo

4
5
6
7
8

Lopez N et al.6
Ruiz Villaverde R et al.7
Grabell D et al.8
Grabell D et al.8
This case

45/M
19/F
NA
NA
40/F

Bullous morphea
Plaque morphea
Plaque morphea with
characteristics of lichen
sclerosus
Zosteriform morphea
Zosteriform morphea
NA
NA
Morphea en coup de
sabre

T2-4
T9-10a
NA
NA
V1

2y
2y
NA
NA
3 mo

F indicates female; NA, information not provided by the authors in their article; M, male.
a Not specifically mentioned in the article but inferred from the photographs shown in the report.

Figure 2 Flattening of the dermis with atrophy of the
epidermal crests, and densely compacted hyaline collagen strands with disperse inflammatory cells in the dermis
(hematoxylin---eosin, × 10).

Medical examination revealed hyperpigmentation and
induration of the skin on the left side of the forehead,
extending from the nasal root to the frontal scalp in a paramedian location, which led to linear cicatricial alopecia of
the frontal scalp (Fig. 1). Other mucocutaneous, ophthalmologic, and systemic examinations revealed no findings
of interest. Serology for Borrelia burgdorferi was negative.
Radiography of the skull, including MRI, revealed no abnormalities. The biopsy revealed flattening of the dermis with
atrophy of the epidermal crests, and thick hyaline collagen
strands accompanied by disperse inflammatory cells and a
reduced number of adnexa in the dermis (Fig. 2). In light
of the clinical findings and subsequent examinations MCS
secondary to ophthalmic herpes zoster was diagnosed.
Concomitant environmental factors such as mechanical trauma, reactions to insect bites, vaccines, radiation,
drugs, infections, and even psychogenic stress have been
reported in a small proportion of patient with morphea.
Few case reports exist in which morphea has developed at
the sites of prior herpes zoster.3---7 Grabell et al8 reported
2 cases of morphea at the site of healed herpes zoster in

a study population of 329 patients, which included both
adults and children. Those authors, however, did not characterize the cases, as they did not indicate the type of
morphea, the time elapsed between the 2 processes, or
the sites. Table 1 shows the comparison of those cases with
our patient (Table 1). A thorough review of the Englishlanguage literature revealed no cases of MCS at the same
site as healed ophthalmic herpes zoster, which makes our
case unique.
Herpes zoster scars are the most frequent site for another
disease known as Wolf isotopic response.9 The causes of
this phenomenon are still unknown. Local immune dysfunction and vascular changes, which would favor the
consequent inflammation, have been proposed as predisposing factors.9 Abnormal levels of neuropeptides in the
nerves as a result of herpes infection may trigger an alteration of the immune system and facilitate the development
of inflammatory dermatoses such as morphea.4,9 The sclerosis observed in morphea is attributed to the prolonged
activation of the fibroblasts under the influence of Th2
cytokines such as interleukin-4 and transforming growth
factor-ß, caused by varicella-zoster viruses.6 Isolation of
viral DNA in lesions of the second disease suggest that the
herpes virus may itself be directly responsible for the clinical
process.4,10
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6. Lopez N, Alcaraz I, Cid-Mañas J, Camacho E, Herrera-Acosta E,
Matilla A, et al. Wolf’s isotopic response: Zosteriform morphea
appearing at the site of healed herpes zoster in a HIV patient.
J Eur Acad Dermatol Venereol. 2009;23:90---1.
7. Ruiz Villaverde R, Sánchez-Cano D, Galán-Gutiérrez M.
Zosteriform morphea: Wolf’s isotopic response in an immunocompetent patient. Dermatol Rep. 2011;3:37.
8. Grabell D, Hsieh C, Andrew R, Martires K, Kim A, Vasquez
R, et al. The role of skin trauma in the distribution of
morphea lesions: A cross-sectional survey of the Morphea in
Adults and Children cohort IV. J Am Acad Dermatol. 2014;71:
493---8.
9. Ruocco V, Ruocco E, Ghersetich I, Bianchi B, Lotti T. Isotopic
response after herpesvirus infection: An update. J Am Acad
Dermatol. 2002;46:90---4.

Circumscribed Plantar
Hypokeratosis夽
Hipoqueratosis plantar circunscrita

619
10. Serfling U, Penneys NS, Zhu WY, Sisto M, Leonardi C. Varicellazoster virus DNA in granulomatous skin lesions following herpes
zoster. A study by the polymerase chain reaction. J Cutan
Pathol. 1993;20:28---33.

T. Arif,a,∗ M. Adil,b S. Suhail Amin,b M. Alamc
a

Departamento de Dermatología, ETS y Lepra, Ellahi
Medicare, Kashmir, India
b

Departamento de Dermatología, ETS y Lepra, Facultad de
Medicina Jawaharlal Nehru (JNMC), Universidad Aligarh
Muslim (AMU), Aligarh, India
c
Departamento of Dermatología, Facultad de Medicina
Jawaharlal Nehru (JNMC), Universidad Aligarh Muslim
(AMU), Aligarh, India
Corresponding author.
E-mail address: dr tasleem arif@yahoo.com (T. Arif).

∗

https://doi.org/10.1016/j.adengl.2019.07.011
1578-2190/
© 2018 Elsevier España, S.L.U. and AEDV. Published by Elsevier
España, S.L.U. All rights reserved.

the inside surface of the right foot that had grown slowly
over the previous 4 years. Physical examination revealed
a lesion measuring 12 × 10 mm with well-defined borders and a depressed erythematous center. Dermatoscopy

To the Editor:
Circumscribed palmoplantar hypokeratosis (CPH) is a rare
disease characterized by focal thinning of the stratum
corneum. It manifests as a round, well-defined, depressed,
erythematous lesion with a scaly border, generally located
on the palms. It is generally asymptomatic and predominantly affects middle-aged or elderly women. We report 3
cases of CPH on the sole of the foot, a rare site for this
disease.
Case 1. A 74-year-old diabetic man who visited our
department with an asymptomatic erythematous lesion on
the sole of the left foot; the lesion had well defined borders
and had grown slowly over the previous 7 years (Fig. 1A)
. Dermatoscopy revealed a stepped scaly border, an erythematous base with punctate vessels, regular white spots
occasionally surrounded by the punctate vessels, and thin
white lines (Fig. 1B). Clinical and dermatoscopic data were
compatible with CPH. The patient refused a biopsy and did
not want to undergo treatment.
Case 2. An 82-year-old woman with no relevant past history visited our department with a mildly pruritic lesion on

夽 Please cite this article as: Aranguren-López I, Vildósola-Esturo
S, Arias-Camisón I, López-Pestaña A. Hipoqueratosis plantar circunscrita. Actas Dermosifiliogr. 2019;110:619---621.

Figure 1 Case 1. A, Clinical image. B, Dermatoscopic image
showing the stepped scaly border (asterisk), regular white spots
(white arrows) on an erythematous background with punctate
vessels, some of which are distributed around the white spots
(black square).

