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Established Facts
• Trichoscopic features of linear scleroderma on the scalp have not been described.

Novel Insights
• This is the first description of the trichoscopic features of linear scleroderma on the scalp. We present
thick telangiectatic vessels as a new trichoscopic sign of this disease.
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Abstract
Linear scleroderma en coup de sabre (LSCS) is the most common form of morphea on the scalp and its trichoscopic features have not been described yet. We report 2 adult women
with LSCS with distinct dermoscopic findings. They both had
an atrophic well-defined linear patch of alopecia on the frontotemporal scalp. Dermoscopy showed loss of follicular
openings on a whitish skin surface; scattered black dots, broken hairs, and pili torti; and short thick linear and branching
tortuous vessels on the periphery of the lesion. Pathology
confirmed the diagnosis of LSCS in the 2 cases. This description of dermoscopic features in LSCS on the scalp may help
in the early diagnosis of the disease.
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Introduction

Linear scleroderma en coup de sabre (LSCS) is a form
of morphea on the scalp and forehead characterized by
linear sclerotic patches of the skin with fibrosis of the subcutaneous tissue. Mean age of onset is 13.6 years; it affects
mainly children and more frequently males than females
(2:1). Adult onset is uncommon, but also possible. Without treatment, the natural history of the disease is to cause
local atrophy and, in some cases, deep involvement of the
underlying muscle, bone and central nervous system with
eventually additional morbidity. Early lesions may be
clinically subtle, as patches of hair loss with varying erythema and hyperpigmentation [1]. However, despite
scalp involvement with the consequent development of
alopecia, trichoscopic features of LSCS have not been described yet.
We report 2 patients with LSCS with distinct dermoscopic features. Dermoscopic images were obtained with
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Fig. 1. a Well-defined linear patches of alopecia on the frontoparietal scalp. b Thick
linear and branching vessels and loss of follicular opening on the scalp surface; isolated pili torti can be observed.

Fig. 2. a Linear patch of alopecia on the
frontal scalp. b Pili torti, broken hairs, and
black dots broken hairs on a whitish skin
surface.

a dermatoscope connected to a smartphone (iPhone 6;
Silicon Valley, CA, USA; and FotoFinder Handyscope®,
Bad Birnbach, Germany).
Case Report
Two Caucasian women (54 and 63 years old) presented with
progressive asymptomatic hair loss on the scalp. On examination,
they both had an atrophic linear patch of alopecia on the frontotemporal scalp, well defined, without scaling or significant erythema. Some thin hairs could be observed in the center of the lesion. Trichoscopy showed loss of follicular openings on a whitish
skin surface. Black dots, broken hairs and pili torti were also observed in a diffuse distribution. On the periphery of the lesion, we
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found a visible vascular pattern consisting of short thick linear and
branching tortuous vessels (Fig. 1). A 4-mm scalp biopsy from the
margin of the patches revealed thickening of the dermis and perivascular infiltrates of lymphocytes. Vessel walls showed endothelial swelling and edema. Diagnosis of LSCS was established in the
2 cases (Fig. 2).

Discussion

Dermoscopy has proven to be useful in the differential
diagnosis of cicatricial alopecia and autoimmune diseases
[2, 3]. Dermatoscopic features of morphea have been reSaceda-Corralo/Tosti

ported in the literature. Campione et al. [4] described fibrotic beams and small whitish patches crossed by linear
branching vessels that may exhibit a lilac ring. These findings correspond histopathologically to dermal sclerosis
that is present in advanced fibrotic lesions [5, 6]. In our
case, the whitish skin surface was a clue of underlying fibrosis, and also other dermoscopic signs suggested the
presence of dermal fibrosis. The identification of pili torti, black dots and broken hairs is correlated with the presence of perifollicular fibrosis. This fibrosis may distort the
hair shaft inducing formation of pili torti that may easily
break, leaving black dots or broken hairs [7]. The progressive sclerosis in LSCS causes a scarring alopecia that is
confirmed by the lack of follicular openings in dermoscopy.
Interestingly, we observed in our 2 cases an ectatic subpapillary plexus consisting of thick telangiectatic vessels.
This dermoscopic feature is similar to the vascular pattern observed in discoid lupus and dermatomyositis [8],
but it has not been described in morphea lesions before.
One possible explanation for this dermoscopic finding is

that scalp vascularization is more prominent than in other anatomic locations and inflammatory changes of early
LSCS could make it more visible to dermoscopy examination.
In conclusion, we describe the dermoscopic features of
2 cases of LSCS and present the thick telangiectatic vessels
as a new dermoscopic sign in this disease. This dermoscopic feature may help in the early diagnosis of LSCS on
the scalp enabling earlier treatment of patients.
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