
A. L. Rich, P. Berman

512

Age and Ageing 2004; 33: 512–514 Age and Ageing Vol. 33 No. 5   British Geriatrics Society 2004; all rights reserved
doi:10.1093/ageing/afh171 Published electronically 22 July 2004

Cutaneous angiosarcoma presenting as an 
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Abstract 

Angiosarcoma is a rare vascular tumour accounting for 2% of soft tissue sarcomas, which together represent less than 1% of
all cancers. Although well described in specialist literature, it is unusual in general medical practice. We describe a case in
which the initial appearance as a bruise gave rise to diagnostic uncertainty and delay. 
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Case report 

An 83-year-old woman presented with symptoms and signs
consistent with a posterior circulation cerebrovascular
event. Computed tomography (CT) imaging confirmed a
recent infarct in the left cerebellar hemisphere, with general-
ised, small vessel, ischaemic change. She was found to have
a raised cholesterol, and diabetes was confirmed on formal
testing. Clopidogrel 75 mg/day and atorvastatin 10 mg/day
were started as well as dietary adaptations to address her
diabetes. With rehabilitation in a multidisciplinary stroke
unit, there was excellent progress in mobility and functional
independence. 

One month after admission, she developed apparent
bilateral bruising on the bridge of the nose with erythema of
the anterior scalp. These were initially attributed to pressure
from spectacles and hair curlers, respectively, although
there was no actual history of trauma. The platelet count
and clotting studies were normal. Over the next 10 days, the
lesions extended, and those on the bridge of the nose dark-
ened, becoming violaceous. She developed peri-orbital
oedema and progressive skin thickening in the maxillary
regions with sub-mandibular and cervical lymphadenopathy.
She remained systemically well and had no other skin
lesions nor generalised lymphadenopathy. 

ENT examination revealed no abnormality of the anter-
ior nares, mouth or nasopharynx and chest radiograph
revealed no mediastinal lymphadenopathy. The LDH was
normal, but the ESR had risen from 22 to 40. There was no
leukocytosis and no evidence of a serum paraprotein. Open

biopsy of the glabellar lesion and punch biopsy from the
edge of the spreading scalp lesion revealed diffusely infil-
trating, malignant cutaneous angiosarcoma, invading the
subcutis. CT of the neck and thorax confirmed extensive
cervical lymphadenopathy with compression of both internal
jugular veins. There was no mediastinal or axillary lymphaden-
opathy and no evidence of pulmonary metastases. 

Over the next 2 weeks, the skin lesions and lymphaden-
opathy progressed rapidly (see Figure 1). The tumour was
considered unsuitable for surgery or radiotherapy and the
patient unsuitable for chemotherapy. Discharge home was
achieved with the support of the palliative medicine team,
but she required re-admission to a hospice because of
bleeding, despite daily dressings and topical adrenaline, and
visual impairment due to peri-orbital oedema. She died
shortly afterwards, 10 weeks after the first appearance of the
skin lesions. 

Discussion 

Cutaneous angiosarcomas are highly malignant tumours,
occurring most commonly in elderly men. Fifty per cent
occur in the skin of the head or neck, particularly the scalp
or upper face, as in our patient. There is frequently multi-
focal disease. The aetiology is uncertain but some cases are
associated with prior irradiation and chronic lymphoedema. 

Most patients present with an enlarging bruise, a blue-
black nodule or non-healing ulceration, but unexplained
facial oedema may be a presenting sign. In the early stages it
is commonly confused with traumatic bruising, as in our
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case, but can also be mistaken for allergic reactions, cellulitis
or rosacea [1]. The differential diagnosis is wide, but
includes Kaposi’s sarcoma, sarcoidosis with lupus pernio,
dermatomyositis, cutaneous lymphoma and fixed drug
eruptions. The diagnosis should be confirmed on biopsy,
revealing endothelial cells demonstrating cytological atypia,
and well-formed vascular spaces. Angiosarcoma cells typ-
ically extend far beyond the clinically defined margins, making
radical surgery difficult. Their management should be under-
taken by a specialist multidisciplinary sarcoma team. 

The prognosis is poor, even with aggressive treatment.
The median survival is reported to range from 15 to 24 months
and the 5-year survival from 12 to 33% [2]. Size is the most
important determinant of survival [2, 3]. Small tumours with no
spread beyond the subcutaneous tissues have the best prog-
nosis, independent of tumour grade [2, 3]. Wide resection is
the treatment of choice for localised tumours and can be
supplemented by post-operative external beam radiotherapy
or chemotherapy [3, 4]. Routine exploration of the neck is not
recommended [2] but some authors recommend regional
cervical node dissection at the time of primary excision, for
high-risk larger tumours [3]. For locally advanced tumours,
the role of radiotherapy is unclear, particularly in the presence
of lymph node or distant metastases. 

Chemotherapy is of limited benefit. Until recently, dif-
ferent pathological types of soft tissue sarcoma were treated
on common protocols. In Europe, single agent doxorubicin
is the standard treatment [5, 6]. There are reports of pro-
longed survival with cutaneous angiosarcoma treated with
intra-arterial or systemic doxorubicin [2]. Because liposomal
doxorubicin is licensed for the treatment of Kaposi’s

sarcoma, it has been used in combination with radiotherapy
in poor prognosis angiosarcoma [7, 8]. Intralesional inter-
feron alpha 2b and interleukin 2 have also been used [9].
Response to treatment with paclitaxel has been reported by
several authors, unfortunately without prolonged survival
benefit [10, 11]. Increased understanding of their tumour
biology has lead to the development of novel targeted treat-
ments for some sarcomas [12]. Currently there is interest in
the use of vascular endothelial growth factor (VEGF) receptor
antagonists for angiosarcomas [13]. 

Key points 
• The initial non-specific appearance of this uncommon

tumour may lead to diagnostic delay with an adverse
effect on prognosis. 

• An unexplained progressing bruise of the face or scalp,
as in the case described, should alert the clinician to the
possibility of angiosarcoma. 

• Early biopsy of suspicious lesions, while still limited in
size, allows for the possibility of resection and improved
outcome. 
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Figure 1. Photographic illustration of the lesions demonstrates the rapid progression (a) within 4 weeks of presentation and
(b) 2 weeks later. 



S. Faruqi et al.

514

References 
1. Mentzel T, Kutzner H, Wollina U. Cutaneous angiosarcoma

of the face: clinicopathologic and immunohistochemical study
of a case resembling rosacea clinically. J Am Acad Dermatol
1998; 38: 837–40. 

2. Lydiatt WM, Shaha AR, Shah JP. Angiosarcoma of the head
and neck. Am J Surg 1994; 168: 451–4. 

3. Aust MR, Olsen KD, Lewis JE et al. Angiosarcomas of the
head and neck: clinical and pathologic characteristics. Ann
Otol Rhinol Laryngol 1997; 106: 943–51. 

4. Mark RJ, Tran LM, Sercarz J, Fu YS, Calcaterra TC, Juillard
GF. Angiosarcoma of the head and neck. The UCLA experi-
ence 1955 through 1990. Arch Otolaryngol Head Neck Surg
1993; 119: 973–85. 

5. Verweij J, Mouridsen HT, Nielssen OS et al. The present state
of the art in chemotherapy for soft tissue sarcomas in adults:
the EORTC point of view. Crit Rev Oncol Hematol 1995; 20:
193–201. 

6. Santoro A, Tursz T, Mouridsen H et al. Doxorubicin versus
CYVADIC versus doxorubicin plus ifosfamide in first-line
treatment of advanced soft tissue sarcomas: a randomized
study of the European Organization for Research and Treat-
ment of Cancer Soft Tissue and Bone Sarcoma Group. J Clin
Oncol 1995; 13: 1537–45. 

7. Wollina U, Fuller J, Graefe T, Kaattz M, Lopatta E. Angio-
sarcoma of the scalp: treatment with liposomal doxoru-

bicin and radiotherapy. J Cancer Res Clin Oncol 2001; 127:
396–9. 

8. Lankester KJ, Brown RS, Spittle MF. Complete resolution
of angiosarcoma of the scalp with liposomal daunorubicin
and radiotherapy. Clin Oncol (R Coll Radiol) 1999; 11:
208–10. 

9. Ulrich L, Krause M, Brachmann A, Franke I, Gollnick H. Suc-
cessful treatment of angiosarcoma of the scalp by intralesional
cytokine therapy and surface irradiation. J Eur Acad Dermatol
Venereol 2000; 14: 412–5. 

10. Fakih MG, Defrances MC, Ohori NP, Ramanathan RK.
Unusual tumors involving the head and neck region: Case 1.
Angiosarcoma of the scalp. J Clin Oncol 2001; 19: 4173–4. 

11. Fata F, O’Reilly E, Ilson D et al. Paclitaxel in the treatment of
patients with angiosarcoma of the scalp or face. Cancer 1999;
86: 2034–7. 

12. Mauro MJ, O’Dwyer M, Heinrich MC, Druker BJ. STI571:
a paradigm of new agents for cancer therapeutics. J Clin Oncol
2002; 20: 325–34. 

13. Arbiser JL, Larsson H, Claesson-Welsh L et al. Overexpression
of VEGF 121 in immortalized endothelial cells causes conver-
sion to slowly growing angiosarcoma and high level expression
of the VEGF receptors VEGFR-1 and VEGFR-2 in vivo. Am J
Pathol 2000; 156: 1469–76. 

Received 12 December 2003; accepted 1 April 2004 

Age and Ageing 2004; 33: 514–515 Age and Ageing Vol. 33 No. 5   British Geriatrics Society 2004; all rights reserved
doi:10.1093/ageing/afh179

Hemihyperhidrosis in cerebral infarction 
SHOAIB FARUQI1, GEMMA REDMOND2, PUSBAR RAM1, VAL B. OWENS1, GRAEME SANGSTER1, 
JAMES A. BARRETT

1 

1Directorate of Medicine for the Elderly, Arrowe Park Hospital, Upton, Wirral CH49 2PE, UK 
262 Granville Road, Wavertree, Liverpool L15 2HR, UK 

Address correspondence to: S. Faruqi. Fax: (+44) 151 482 7691. Email: shoaibfaruqi@rediffmail.com 

Abstract 

Increased sweating on the hemiparetic side in cerebral infarcts is not a common clinical finding. The onset, severity and duration
of symptoms can vary. The structural lesion responsible for this is a subject of conjecture. We present the case of a 66-year-old
man who developed hemihyperhidrosis secondary to a cerebral infarct. 
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Case report 

A 66-year-old male smoker on treatment for essential
hypertension and dyslipidaemia presented with a sudden
onset of left-sided weakness affecting his face, arm and leg
associated with difficulty in swallowing. There was no evid-

ence of any autonomic dysfunction. A diagnosis of partial
anterior circulation stroke was made. His CT brain scan
revealed a large hypodense area in the right fronto-parietal
region extending into the temporal lobe, which confirmed
the clinical diagnosis of a right middle cerebral artery territory
infarct. 




