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Angiosarcoma of the Skin After Breast
Cancer  Radiotherapy�

Angiosarcoma cutáneo tras  radioterapia por
cáncer  de  mama

To  the  Editor:

In  recent  years,  there  has  been  a  trend  towards  conserva-
tive  management  of breast  cancer,  which  involves  the  use
of  adjuvant  radiotherapy.  This  approach  carries  a  risk  of
radiation-induced  secondary  malignancy.

We  present  the  case  of  a 70-year-old  woman  who  under-
went  quadrantectomy  combined  with  adjuvant  radiotherapy
to  treat  invasive  ductal  carcinoma  in her  right  breast  in
2007.  She  was  referred  to  our  center 3  years  later  with  a
1-month  history  of skin  lesions.  Examination  revealed  sev-
eral  red-violaceous  nodules  and papules,  with  multifocal
involvement  of the  treated  breast  (Fig.  1).

Histopathology  of  1  of the  nodules  revealed  a poorly
defined  dermal  tumor  infiltrating  the  subcutaneous  layer,
which  was  formed  by  a proliferation  of  vascular  structures
alternating  with  undifferentiated  solid  areas  (Fig.  2).  The
vascular  structures  were  covered  by  endothelial  cells
with  atypia,  whereas  the  solid  areas  contained  highly
proliferative  pleomorphic  epithelioid  cells  (6 mitoses  per
10  high-power  fields)  and interstitial  hemorrhaging.  The
tumor  cells  proved  to  be  immunoreactive  to  vascular
markers  (CD31  and  CD34)  and negative  to  epithelial
markers  (epithelial  membrane  antigen  and  pancytoker-
atin).  Immunostaining  for  herpes  simplex  virus  type 8 was
negative.
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These  findings  confirmed  the  diagnosis  of  angiosarcoma,
and  the  patient  underwent  simple  mastectomy.  Pathological
examination  of  the surgical  specimen  showed  the  presence
of  several  dermal  nodules  (the  largest  measuring  4 × 3  cm)
and  foci in  the breast  parenchyma  (2-5  mm).  Histopathol-
ogy  confirmed  the  diagnosis  of  high-grade  angiosarcoma,
with  disease-free  margins.  The  results  of  the  staging  study
(computed  tomography  of  the  thorax,  abdomen,  and  pelvis
and positron  emission  tomography)  were  negative.  After a
9-month  follow-up  period,  the patient  remains  disease-free.

Angiosarcoma  is  a very  uncommon  endothelial  cell
tumor.1 It accounts  for  less  than  1%  of  cases  of sar-
coma  and  most  frequently  affects  the  skin.2,3 Cutaneous
angiosarcoma  can be divided  into  3 main  types:  the clas-
sic  or  idiopathic  type,  the  chronic  lymphedema---associated
type,  and  the  radiation-induced  type.  Classic  idiopathic
angiosarcoma  affects  the  skin  of  the head  and  neck
in  elderly  patients3,4 and  is  the  most  frequent  variety
(50%-60%).5 Chronic  lymphedema---associated  angiosarcoma

Figure  1 Multiple  erythematous-violaceous  nodules  and

papules  on the  irradiated  breast.
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Figure  2  A,  Cell  proliferation  affecting  the  entire  dermis,  in which  interstitial  hemorrhage  and vascular  lumens  are  visible

(hematoxylin-eosin  [H&E],  original  magnification  ×40).  B,  Vascular  channels  lined  by  endothelial  cells  with  atypia  infiltrating  the

collagen bundles  (H&E,  original  magnification  ×200).  C,  Pleomorphic  epithelioid  cells,  between  which  several  atypical  mitoses  are

visible (H&E,  original  magnification  ×400).  D,  Immunohistochemical  staining  with  anti-CD31  antibody  was  positive  for  proliferating

cells (H&E,  original  magnification  ×200).

appears  after  a  period  ranging  from  4  to  27  years4 and
almost  always  (> 90%  of  cases)  develops  in  a limb  with
chronic  lymphedema  following  radical  mastectomy  with
axillary  lymph  node  dissection  (Stewart-Treves  syndrome).
Radiation-induced  angiosarcoma  appears  in an irradiated
field  after  a  latency  period.2 In previous  decades,  this  vari-
ety  mostly  affected  the abdomen  after radiotherapy  for
abdominopelvic  tumors.2,3 Today,  however,  angiosarcoma  is
detected  mainly  on  the  skin  of  the  breast  in women  aged
more  than  60  years  who  have undergone  adjuvant  radiother-
apy  after  conservative  surgery  for  breast  cancer.  The  latency
period  is  3  to  5  years  in  most  cases.2 In  any case,  angiosar-
coma  remains  a  very  uncommon  complication  (0.05%-0.16%
of  patients2,3,6).

Clinically,  angiosarcoma  is  characterized  by  the onset
of  erythematous-violaceous  nodules  or  plaques  that  are
typically  multifocal.  Histopathology  findings  correspond  to
those  reported  in  our  case.  Growth  is  explosive  in high-
grade  tumors  and  more  insidious  in low-grade  tumors.1,2 Its
appearance  may  be  similar  to  that  of  cutaneous  metastases
and  of  erysipelatoid  carcinoma  (cutaneous  metastasis
whose  symptoms  are similar  to  those  of  erysipelas).  The  dif-
ferential  diagnosis  should include  atypical vascular  lesions
(AVLs),  which  are  cutaneous  vascular  proliferations  that
appear  after  radiotherapy  for  breast  cancer  with  a  latency
period  of 3  to  6 years.7 Unlike  angiosarcoma,  AVLs  are

not  characterized  by  multiple  layers  of  endothelial  cells,
prominent  nucleoli,  mitosis,  atypia,  destruction  of skin
appendages,  areas  of  solid  growth,  invasion  of  the subcutis,
or  hemorrhage.  Furthermore,  AVLs  are circumscribed  lesions
with  frequent  chronic  inflammation  and  stromal  projections
in  the lumen,  which are not  found  in angiosarcoma.1,7

Radiation-induced  angiosarcoma  was  recently  shown  to
involve  an  amplification  of  the v-myc  myelocytomatosis
viral  oncogene  homolog  (avian)  gene  (MYC), which  is  not
found  in AVLs.  The  presence  of  this gene  could  be used to
confirm  a  diagnosis  in complex  cases  or  when the  available
tissue  is  limited.8 It  is  therefore  important  to  remem-
ber  that  sufficient  sample  material  must  be obtained,
since  punch  biopsy  findings can  lead  to  an erroneous
diagnosis.1

Treatment  involves  aggressive  surgical  excision.3 Hyper-
fractionated  accelerated  adjuvant  radiotherapy  has been
reported  to  achieve  better  control  of  the  disease.9 Progno-
sis is  poor,  with  high  recurrence  rates  and  a strong  tendency
to  metastasize.2 Overall  survival  at 5  years  is  12%  to  20%,
and  mean  survival  is  18 to  28  months.5 Some  data  suggest
that  radiation-induced  angiosarcoma  could  have  a  poorer
prognosis  than  sporadic  angiosarcoma.10

In  conclusion,  we  present  a case  of  multifocal  angiosar-
coma  of  the  skin  of  the  breast.  This  condition  is  a  very
uncommon  yet  very  aggressive  complication  of  radiotherapy
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that  should  be  suspected  in  patients  with  erythematous-
violaceous  nodules  on  a  previously  irradiated  breast.  Given
the  recent  trend towards  conservative  management  of
breast  cancer,  we  should  be  on  the  alert  for possible
increases  in  the incidence  of  this  tumor.
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Erythema Ab Igne  Caused by Laptop
Computer  Use�

Eritema  ab  igne provocado por  el ordenador
portátil

To the  Editor:

Erythema  ab  igne  results  from  the  repeated  exposure  of
skin  to  heat  levels  below  the  threshold  required  to  cause
a  thermal  burn.  It  is  characterized  by  the appearance  of  a
transient  reticulated  erythematous  macule  progressing  to  a
persistent  hyperpigmented  macule  with  the same  pattern.
The  extent  and  morphology  of  the  lesions  are usually  deter-
mined  by  the shape  of  the heat  source;  the lesions  tend
to  be  asymptomatic  or  involve  a  burning  sensation.  This
skin  condition  was  once  common  in the elderly  and was
related  to the  use  of  braziers  and  other  heating  appliances.
The  pretibial  area  of  the  legs and  the  lower  back were  the
more  commonly  reported  locations.1 Currently,  it is  associ-
ated  with  the  use  of  electrical  devices  that  provide  heat  for
therapeutic  use  (electric  blankets,  heating  pads,  heaters,
electric  seats)  and recently  has  also  been  associated  with
the  long-term  use  of laptop  computers.2---8

� Please cite this article as: T. Fernández-Portilla, B. Escutia-

Muñoz, M. Navarro-Mira, C. Pujol-Marco. Eritema ag igne provocado

por el ordenador portátil. Actas Dermosifiliogr. 2012;103:559-60.

We  describe  2  cases  and illustrate  their  similarities.  The
characteristics  of  this disorder,  both  in its  location  and  the
age  of  the  patients,  make  it easily  recognizable  and differ-
entiate  it from  classic  cases  of  erythema  ab  igne.  We  draw
attention  to  the possible  long-term  complications  caused
by  the  increasingly  common  practice  of positioning  laptop
computers  on  the thighs.

The  first  patient  was  a  24-year-old  male  computer  sci-
ence  student  with  a  4-month  history  of  a  reticulated

Figure  1 Reticulated  hyperpigmented  macules  with  ill-

defined borders  on  the  anterior  aspect  of  the  left  thigh  of  the

first  patient.
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