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needed, additional biological and radiologic
examinations were performed. Clinical evaluation
of each patient, at baseline and during treatment,
was always performed by the same clinician.
The main criterion of IFX efficacy in our
patients was the static physician global assessment
tool. Disease activity and severity were also
assessed using the Hurley score, visual analog
pain scale, and Dermatology Life Quality Index
(Table I).2-4
Thirteen patients were enrolled and no adverse
events were observed, except for 1 patient who
developed paradoxical pustular psoriasis. An objective response was observed in 9 patients. We
observed worsening of disease in 4 patients, who
tended to have the highest Dermatology Life Quality
Index score (Table I). Two patients were
underdosed with drug trough levels less than
2 g/mL and 1 of them developed antibodies against
IFX (Table I). High baseline levels of IL-6 and hs-CRP
were predictive of nonresponse to IFX (P ¼ .0168
and .0112, respectively, using Mann-Whitney test)
(Table II). Inversely, all patients with IL-6 level below
5 (area under the curve 0.9167; 95% confidence
interval 0.7423-1.091; P ¼ .02064) responded to the
treatment. The clinical severity score at baseline,
IL-1 , and TNF- serum levels did not appear as a
good predictive markers of response to IFX-therapy
(Table II). A correlation was observed between
serum levels of hs-CRP and IL-6 (r ¼ 0.79,
P ¼ .0005 using the Pearson correlation test). No
similar data were observed with hs-CRP/IL-1 (r ¼ 0.1,
P ¼ .74), hs-CRP/TNF (r ¼ 0.12, P ¼ .65), or IL-1/IL-6
(r ¼ 0.01, P ¼ .73). We did not observe any
correlation between response to treatment and
kinetics of IL-6, hs-CRP, IL-1 , and TNF- , with no
significant change in their levels during IFX therapy
(data not shown).
These results suggest that initial levels of hs-CRP
and IL-6 are potential response markers for IFX
treatment in HS. Additional studies are needed to
determine whether these markers can predict the
response to other TNF inhibitors. As there are
multiple confounding factors when using CRP
levels,5 it is possible that IL-6 has greater reliability
for predicting the response to treatment in patients
with HS.
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Intradermal injection of autologous
platelet-rich plasma for the treatment of
vulvar lichen sclerosus
To the Editor: We designed a pilot study to evaluate
the efficacy and safety of autologous platelet-rich
plasma (PRP) injections for the treatment of vulvar
lichen sclerosus (VLS). After IRB approval was
obtained, 15 patients with biopsy proven VLS
received 2 separate treatments of PRP separated by
6 weeks. Each treatment consisted of 5 mL of
autologous PRP (Magellan Autologous Platelet
Separator System, Arteriocyte Medical Systems)
injected subdermally and intradermally. A repeat
biopsy was performed 6 weeks after the second
PRP injection. Patients were not permitted to use
additional medications during the trial. The primary
efficacy variable, as measured by 2 masked
dermatopathologists, was the change in inflammation between the pre- and post-treatment biopsies.
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Fig 1. Pretreatment biopsy demonstrates hyperkeratosis with flattening of the epidermis,
homogenization of the upper dermis with vascular dilation, and focal inflammation in the
mid-dermis. (Hematoxylin-eosin stain; original magnification 3100.)

Fig 2. Post-treatment biopsy shows a marked decrease in hyperkeratosis and a decrease in
vascular dilation and inflammation, as well as a return of upper dermal cellularity. (Hematoxylineosin stain; original magnification 3100.)

Secondary endpoints included changes from
baseline in pruritus and vulvar burning using
visual analogue scales (VAS) and change in
Investigator’s Global Assessment (IGA) of the
severity of the disease (0 to 3 scale). Twelve of
the 15 participants completed the protocol, 2
participants were lost to follow-up before the second
PRP treatment, and another refused post-treatment
biopsy. Of the 12 patients who completed the protocol, the dermatopathologists determined that 7 had
decreased inflammation on their post-treatment
biopsies (Figs 1 and 2), 3 had no change, and 2 had

a ‘‘minimal’’ increase in inflammation. A repeated
measures ANOVA showed that these results were
statistically significant: F(1,11) ¼ 6.81, P ¼ .024. A
paired-sample t-test comparing the pre- and posttreatment IGA scores showed a statistically significant
difference: pre-treatment (M ¼ 2.67, SD ¼ 0.49) and
post-treatment (M ¼ 1.83, SD ¼ 0.83); t(11) ¼ 3.4578,
P ¼ .0054. Changes in subjective VAS scores for
pruritus and burning were not statistically significant.
No adverse reactions were reported except transient
discomfort and bruising at the biopsy and injection
sites.
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The effectiveness of PRP is based on its high level
of growth factors such as PDGF, TGF- , and EGF.
These growth factors are important in modulating
mesenchymal cell proliferation, and extracellular
matrix synthesis during healing. PRP has shown to
be effective at propagating new healthy tissue
growth in a wide range of medical conditions such
as diabetic foot ulcers, venous stasis ulcers, and
tendonopathy.1-3 The vast majority of published
literature shows that autologous PRP has minimal
risk of scar tissue formation or serious adverse events
(SAEs). Previously, 1 study examined injections of a
combination of PRP and fat-derived mesenchymal
cells in 15 women with VLS.4 The authors reported
that ‘‘all patients reported total disappearance of
pain and symptoms.’’ However, a significant limitation of the study was that 2 concurrent interventions
were performed, which limited the ability to
determine which intervention was efficacious or
necessary. In addition, no objective measures of
efficacy were used. In contrast, our study used an
objective endpoint (decrease in histopathologic
inflammation) measured by masked evaluators.
Limitations of this study are the small sample
size, lack of placebo control, and short-term
follow-up. However, the statistically significant
results suggest that PRP decreased histopathologic
inflammation in women with VLS without the
potential side effects associated with topical or
systemic immunomodulators.
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Localized hypohidrosis is an
unrecognized sequela of herpes zoster
To the Editor: The association of localized hypohidrosis and herpes zoster (HZ) has not been described
except in Horner’s syndrome.1 However, recent
reports describing herpetic syringitis2 and immunohistochemical detection of varicella zoster virus
(VZV) major envelope glycoprotein ( gE) antigen in
eccrine units3 suggest the possibility of sweat gland/
duct involvement of HZ.
We evaluated sweating responses to thermal
stimulus or acetylcholine injection in the involved
and uninvolved dermatomes at various time
points after onset of HZ by using the impression
mold technique (IMT), which allows an accurate
quantification of each sweat gland/duct activity to
sweat.4 In this test, sweat droplets are visualized
as small holes corresponding to the sweat pores.
The study protocol involved measurements on
two different occasions: the acute (#10 days after
onset) and resolution ([day 10 from onset of HZ)
stages. All test results in patients with HZ were
compared with control values obtained from
healthy volunteers (n ¼ 12). Mean age of HZ
patients in the acute (n ¼ 9) and resolution
(n ¼ 10) stages were 50.1 6 7.8 years and
46.1 6 8.6 years, respectively. Involved sites
included trunk and extremities. This study was
approved by the Institutional Review Board at
Kyorin University.
The results of the IMT are given in Fig 1.
Significant sweating disturbance was detected in
the involved dermatome of HZ after thermal stimulus
regardless of the stage, but not in the uninvolved
dermatome. Sweating disturbance in the involved
dermatome of HZ was also detected after acetylcholine injection in the resolution stage, but not in the
uninvolved dermatome.
Immunohistochemistry revealed high levels of
dermcidin (DCD) peptides, sweat specific components, in the cytoplasm and luminal membranes of

