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Deep morphea in a child after Deep morphea in a child after 
pneumococcal vaccinationpneumococcal vaccination

Sir,
Although the etiology of morphoea is unknown 
without a remarkable different trigger factors, 
including intramuscular vaccine injections have been 
reported. We have found only 13 published cases of 
post-vaccination morphea.[1-5] We report a case of 
morphea in a child after receiving the second dose of 
pneumococcal vaccination.

A 12-month-old Colombian boy, with an unremarkable 
medical history, was sent to our department for 
an indurated pl aque on his left thigh. His parents 
reported that the induration had appeared at around 
6 months of age, 20 days after receiving the second 
dose of intramuscular pneumococcal vaccination. 
Initially the lesion grew, stabilizing 2 months later. 
Cutaneous examination showed an indurated plaque 
that measured 12 cm × 6 cm in diameter, with poorly 
defined edges [Figure 1]. The overlying epidermis 
was normal. The mobility of the knee and hip was 
preserved. Physical examination was otherwise 
normal. A skin biopsy showed increased dermal 
thickness and homogenization with eosinophilic and 
thick collagen bundles without fibrosis accompanied 
by a mild perivascular and peri-adnexal lymphocytic 
infiltrate [Figure 2]. Laboratory studies including 
blood cell count, serum chemistry, autoantibodies 
(antinuclear antibodies and anti-SCl70) and Borrelia 
burgdoferi serology were normal or negative. Clinical 

and pathological features were consistent with the 
diagnosis of deep morphea. Treatment with local 
clobetasol for 4 weeks was ineffective and was 
stopped. At the moment, the plaque remains stable 
and the growth of both limbs appears to be identical.

Post-vaccination morphea is rarely reported in 
the medical literature; we found only 13 reported 
cases. The vaccines implicated in previous reports 
are: Bacillus Calmette-Guérin (BCG) (1 case), 
diphtheria-tetanus-pertussis (DTP) (3 cases), tetanus 
(2 cases), measles, mumps and rubella (MMR) (1 case) 
and hepatitis B vaccine (5 cases).[1-4] In an article in 
2011, Kumar and Noronha described a new case 
without an identified vaccine.[5]

In our case, the vaccine implicated was pneumococcal 
vaccine, a polysaccharide conjugate vaccine that 
contains extracts from 13 of the most common types 
of Streptococcus pneumoniae bacteria. Pneumococcal 
vaccine is usually recommended to be used in babies 
and young children from 6 weeks to 5 years of age and 
children normally receive four doses of the vaccine, 
starting at 6 weeks of age.

After vaccination, different types of morphea are 
reported, deep morphea (six cases) being the most 
frequent.[1-4] It can involve subcutaneous tissue, 
fascia and muscle and can produce contractures and 
deformities. Other types of morphea reported are 
plaque morphea (four cases),[1,5] generalized morphea 
(one case)[1] and sclerodermiform reaction (two cases).[1]

Figure 1: Deep induration of 12 × 6 cm with typical orange-peel 
appearance of the left thigh

Figure 2: Perivascular and peri-adnexal lymphocitic infi ltrate, 
with dermal homogenization, and eosinophilic and thick 
collagen bundles infi ltrating the subcutaneous adipose tissue
(H and E, ×40)
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The pathogenesis is unknown though Torrelo et al. 
suggested that vaccines may induce an immune 
response against specific and non-specific antigens 
in patients with trigger factors and that the trauma of 
injection may cause endothelial damage and tissue 
hypoxia.[1]

Different treatments have been tried including potent 
topical corticosteroids, systemic corticosteroids and 
methotrexate but none has proved effective.[1]

Even though no case of progression to generalized 
morphea or of the development of systemic symptoms 
has been reported, we consider it important to 
follow-up the patient in order to assess the symmetric 
growth of the limbs and detect any appearance of 
systemic symptoms.[4]
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Gram-negative diplococci in Gram-negative diplococci in 
vaginal smear mistaken for child vaginal smear mistaken for child 
sexual abusesexual abuse

Sir,
Sexual abuse in children is associated with not only 
physical but also immense psychological trauma. 
A microbiological misdiagnosis of gonorrhoea in 
such cases may have additional social and legal 
implications.

A seven year old girl presented with complaints of vaginal 
discharge and redness over the genitalia for the last four 
years. She also complained of itching causing her to rub 
her genitalia against hard objects like the arm of a chair. 
She had an otherwise unremarkable medical history. 
The child lived with her parents and an older brother. 
Sexual abuse was denied by the parents and the child 
herself. On physical examination, mild inflammation 
was noted over the labia majora and labia minora. There 
was no frank vaginal discharge. Systemic examination 
was unremarkable. Vaginal swabs were collected in 
triplicate, for microscopy, culture and polymerase chain 
reaction (PCR). A Gram-stained smear from the first swab 
revealed numerous pus cells with both intracellular and 
extracellular Gram negative diplococci [Figure 1]. Based 
on a clinical suspicion of gonorrhoea, the child was 
given cefixime 200 mg and azithromycin 500 mg as part 
of syndromic management for STD patients. She was 
asked to report after two weeks.

Culture on modified Thayer-Martin medium and 
chocolate agar grew smooth, glistening colonies which 
were oxidase positive but superoxal test negative. 
Rapid carbohydrate utilization test (RCUT) was put 
up to confirm the species of isolate.[1] Simultaneously, 
DNA extracted from the third swab sample and the 
clinical isolate was amplified by PCR targeting opa gene 
of N. gonorrhoeae.[1] Interestingly, PCR was negative 
for N. gonorrhoeae while RCUT results confirmed 
that the isolate was that of N. meningitidis [Figure 2]. 
Inhibition in the patient sample was ruled out by 
β-globin PCR.[1] PCR targeting 230 bp crgA gene of 
N. meningitidis was performed on the swab sample 
and isolate.[2] A positive result was obtained from both, 
confirming the presence of N. meningitidis [Figure 3]. 
Antimicrobial susceptibility testing was put up as 
per CLSI guidelines[3] and the isolate was found 
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