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Letters to the Editor

Zosteriform herpes simplex 
and herpes zoster: A clinical 
clue
Sir,
This is in response to the article, ‘Recurrence of zosteriform 
lesions on the contralateral dermatome: A diagnostic dilemma.’ 
by Udayashankar C et al.[1] They concluded that the patient had 
recurrence of zosteriform lesions on the left T4‑5 dermatomes, 
of which T4 is the corresponding contralateral dermatome to 
the previous episode and had a diagnostic dilemma as they did 
not have the laboratory evidence for the causative organism, 
which could be either herpes simplex or varicella zoster virus.

We completely agree with the importance of identifying the 
causative organism as proper diagnosis will lead to more 
accurate therapy.[1] It is important  to distinguish between 
these two viruses  with the advent of antiviral drugs and 
isolation procedures.[2]

We would like to add a clinical clue, which could possibly help 
in differentiating between these two conditions. We would like to 
point out an important clinical observation by many authors that 
the vesicles of herpes simplex are uniform in size in contrast 
to the vesicles seen in herpes zoster, which vary in size.[3‑5] In 
other words, vesicles of herpes simplex are uniform within a 
cluster.[3] A later recurrence proves the diagnosis of simplex.[4,6] 
Koh MJ et al. reported a 65‑year‑old man who presented with 
recurrent episodes of a “zosteriform eruption”. He was initially 
clinically diagnosed and treated for recurrent herpes zoster, 
but was subsequently found to have recurrent herpes simplex 
virus type 2 after laboratory investigations.[6]

With the above clinical clue it is more likely, from the clinical 
features and the photograph, that this was a case of zosteriform 
herpes simplex (uniform vesicles within a cluster).

Sanath Aithal, Sheela Kuruvila, Satyaki Ganguly
Department of Dermatology, Venereology and Leprosy, 

Pondicherry Institute of Medical Sciences, Pondicherry, India

Address for correspondence: Dr. Satyaki Ganguly, 
Department of Dermatology, Venereology and Leprosy, 

Pondicherry Institute of Medical Sciences, 
Pondicherry – 605 014, India. 

E‑mail: satyakiganguly@yahoo.co.in

REFERENCES

1.	 Udayashankar C, Oudeacoumar P, Nath AK. Recurrence of zosteriform 
lesions on the contralateral dermatome: A diagnostic dilemma. Indian 

Dermatol Online J 2012;3:76‑7
2.	 Kalman CM, Laskin OL. Herpes zoster and zosteriform herpes simplex 

virus infections in immunocompetent adults. Am J Med 1986;81:775‑8.
3.	 Habif TP. Clinical Dermatology. 5th ed. New Delhi: Elsevier; 2010. 

p. 454‑90
4.	 Lautenschlager S, Stockfleth E. Human herpes viruses. In: Burgdorf 

WHC, Plewig G, Wolff HH, Landthaler M, editors. Braun‑Falco’s 
Dermatology. 3rd ed. Heidelberg: Springer Medizin Verilag; 2009. 
p. 74‑92.

5.	 Thappa DM. Essentials in Dermatology. 2nd ed. New Delhi: Jaypee 
Brothers Medical Publishers Pvt. Ltd; 2009. p. 43‑56.

6.	 Koh MJ, Seah PP, Teo RY. Zosteriform herpes simplex. Singapore Med 
J 2008;49:e59‑60.

Access this article online

Quick Response Code:

Website: www.idoj.in

DOI:  
10.4103/2229-5178.120643

A cases series of Piezogenic 
pedal papules
Sir,
Piezogenic pedal papules are uncommon skin‑colored 
asymptomatic papules that are observed more frequently 
among healthy adults and children.[1] Four patients who initially 
presented with thick, skin‑colored papules on the feet that 
became pronounced after physical activity and standing were 
diagnosed with piezogenic pedal papules. We report these 
cases due to its rarity.

CASE 1

A 19‑year‑old female admitted for numerous soft and round 
lesions on the heels that became prominent with standing. 
The lesions initially appeared on the lateral and posterior parts 
of both feet, and their size and number continued to increase 
over time. Standing and walking resulted in a continuous pain 
in the heels that gradually intensified. The pain subsided with 
the cessation of standing and walking, and also by applying 
pressure in areas of the feet other than the heels. The patient 
had no previous history of feet injuries and of excessive or 
continuous pressure exerted on the feet (due to factors such 
as excessive weight, jumping, etc.).

When no pressure was applied to the lesions, they presented as 
soft, round, skin‑colored and about 0.1-0.4 cm diameter papules 
on the outer edges of the heels. Under pressure, the lesions 

avinash
Rectangle

avinash
Rectangle



Letters to the Editor

370� Indian Dermatology Online Journal - October-December 2013 - Volume 4 - Issue 4

became harder, tense and painful  [Figure 1a]. One papular 
lesion was completely excised from the lateral of the patient’s 
left foot. A histopathological evaluation revealed hyperkeratosis, 
irregular acanthosis, thickening of the dermis and small fat cell 
populations in the dermis (H‑E staining, ×5) [Figure 2]. As the 
patient had complaints of pain and did not wish to undergo 
surgery, intralesional corticosteroid injection was performed 
twice. No improvement or recovery was detected on follow‑up 
visits. The patient is currently under follow‑up.

CASES 2 AND 3

A 43‑ and a 45‑year‑old female patients presented to our clinic 
due to prominent papules on the heels over the past years. The 
clinical features were similar, but less prominent compared to 
Case 1 [Figure 1b]. Echocardiography examination of Case 2 
showed mitral and tricuspid insufficiency. Histopathological 
findings of Case 2 were similar to Case 1. Intralesional steroid 
injections were performed in both cases; however, no recovery 
or regression of lesions was achieved.

CASE 4

A 33‑year‑old male, amateur marathon runner, presented 
with similar papules for over a year that gradually increased in 
number over the past 3 months. Clinically, the number of lesions 
was less compared to the other cases. He did not accept to 

have a biopsy, so histopathological analysis was not able to 
be performed. Intralesional steroid injection was not helpful.

Piezogenic papules are constituted of herniations of fat tissue 
into weight‑carrying connective tissue of the heels.[1,2] They 
occur as a result of continuous pressure on the heels, as a 
result of factors such as excessive weight, jumping, running, 
or carrying heavy loads. The pain appears to be caused from 
the continuous contact between the papules and footwear, 
although some have proposed that neurovascular anoxia in 
the lesions may also contribute to the pain.[1‑3]

Piezogenic papules are generally observed in healthy 
individuals, sportsmen and especially among marathon 
runners.[4] It is for this reason it is considered as among 
the frictional and mechanical dermatoses related to sports 
and observed among athletes. Of our cases, the third was 
a marathon runner. Patients with Ehler–Danlos syndrome, 
Prader Willi syndrome, rheumatic heart disease and 
rheumatoid arthritis have been reported in the literature.[5‑7] 
There are few cases with heart valve disease concomitant 
to pedal papules that were identified in the literature. Only 
two cases related with rheumatic valve disease has currently 
been reported.[8,9]

In the histopathologic findings of piezogenic pedal papules, 
dermal fibrosis and the herniation of subcutaneous fat tissue 
from the papillary dermis are observed.[1]

Treatment outcomes are not always satisfactory. Patients 
successfully treated with compression treatment, intralesional 
steroid and anesthetic injection[10] have been reported in 
literature. Changes in footwear and orthopedic support are 
also known to alleviate the pain and symptoms associated 
with the papules. Surgery options including the excision of the 
papules as well as a sealing of the existing hernia can also 
be performed in patients received unsuccessful conservative 
treatments. The surgery option is more effective than the 
conservative methods.[2] Since our cases did not want to have 
surgery, a combination of triamcinolone and lidocaine was 
injected intralesionally into the larger lesions. However, this 
treatment was not successful in all of the cases.

In conclusion, piezogenic pedal papule is a benign 
pathology that has been identified in the past four decades. 
It is presumed to be observed more frequently than it has 
been reported. As observed in our four cases, different 
associations can be observed in its etiology. It is overlooked 
by certain physicians, while other physicians that are 
unfamiliar with the pathology may not be able to diagnose 
it. There are no accompanying systemic diseases in most 
cases. It is important to relieve the patients’ concern 
regarding its process, and to attempt various treatment 
options in symptomatic individuals.

Figure 2: Hyperkeratosis, irregular acanthosis, thickening of the dermis 
and small fat cell populations in the dermis (H and E staining, ×5)

Figure 1: (a and b) Pedal papules of case 1 and case 2
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Chromoblastomycosis: 
Report of two cases on face 
from urban industrial area
Sir,

Chromoblastomycosis is a chronic fungal infection of the skin 
and subcutaneous tissue often producing a type of verrucous 

dermatitis.[1,2] It is most commonly caused by Fonseacaea 
pedrosoi and Cladosporium carrionii. Infection is prevalent 
all over the world but more cases are reported in tropical and 
subtropical countries. A higher incidence is reported from 
Madagascar and Japan.[1] Infection is not uncommon in India[3] 

and several case reports have been published from Sub-
Himalayan belt, Western and Eastern coasts of India. Central 
and North Western zones are free from the disease.[4] Most 
patients have a rural background, mostly farmers or construction 
workers. About 70% affected are male, mostly of age group 30-
50 years.[5] The fungal agent from decaying vegetable matter or 
soil gets inoculated into skin by injury. Cutaneous lesions are 
most commonly located on the lower extremities. Upper limbs 
are less commonly involved. Face is a very rare site. Lesion 
develops slowly over months or years, starting initially as a 
verrucous papules, pinkish nodule or plaque that may itch. It 
gradually spreads centrifugally with coalescing satellite nodules, 
ulceration, and healing or scarring of the central area. Extensive 
areas like a whole limb may be affected. Multiple nodules may 
form cauliflower like growths mimicking tumor. Diagnosis is made 
by demonstrating the characteristic brown thick walled spherical 
structures 4-12 µm in diameter (muriform fungal cells) variously 
called sclerotic bodies or Medlar bodies in biopsy sections or 
skin scrapings.[6] Fungal culture is required for confirmation of 
species. We are tempted to report two clinically unsuspected 
cases occurring on face diagnosed on skin biopsy.

Case 1: A 27-year-old female presented with an erythematous 
plaque over right maxillary area of 1-year duration. The lesion 
gradually increased to the present size (palm size) plaque 
commencing as a small papule [Figure 1a]. Dermatological 
examination revealed a 3×7 cm sized, well-defined, indurated, 
serpiginous, erythematous plaque over maxillary area, 
encroaching the mandibular area, the latter showing 
hyperpigmented, cribriform scarring. 

Case 2: A 55-year-old male presented with a solitary well-
defined hyperpigmented brown to skin colored, itchy nodular 

Figure 1: (a) Erythematous plaque and nodules over the right maxillary 
area. (b) Hyperpigmented brown to skin colored itchy nodular lesion 
over lateral aspect of the right lower lip [arrow]
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