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WHAT ’S YOUR DIAGNOSIS?

An 87-year-old man presented to our 
clinic for evaluation of progressive 
redness limited to the right cheek that 
had worsened over the past few months 
(Figure 1). He denied pain or itching. The 
red patch was treated with minocycline, 
100 mg twice daily for 10 days for pre-
sumed rosacea. However, treatment did 
not improve the patient’s symptoms. 
His medical history was unremarkable 
except for essential hypertension and 
hypercholesterolemia. A physical exam-
ination revealed erythema and indura-
tion but no scaling or pustules. A biopsy 
was also conducted (Figure 2).

What is your diagnosis?
A. Actinic keratosis
B. Seborrheic dermatitis
C. Basal cell carcinoma
D. Angiosarcoma

Correct Answer: D. Angiosarcoma

Biopsy results revealed proliferation 
of atypical vascular spaces, supporting a 
diagnosis of angiosarcoma.

Persistent facial dermatitis includes a 
broad differential diagnosis that includes 
rosacea, seborrheic dermatitis, contact 
dermatitis, and neoplastic processes 
(Table). Rosacea can be associated with 
extensive erythema but is characterized 
by pustules and papules; lesions are dis-
tributed symmetrically around the central 
face. Seborrheic dermatitis can also lead 
to extensive erythema with accentuation 
around the nasolabial folds. There is often 
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Figure 1. The patient presented with a red patch on his right cheek.
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pruritus, and scaly patches are character-
istic. Lesions from seborrheic dermatitis 
also involve the face in a symmetrical 
fashion. Contact dermatitis can be unilat-
eral and is usually associated with itching. 
Acute lesions are associated with vesicles 
that are later followed by scaling. 

Any progressive lesion that worsens 
should prompt a biopsy to clarify the 
diagnosis. Angiosarcoma is rare, but 
other types of cancer such as lymphoma 
can be associated with a similar clinical 
picture. Angiosarcomas may have several 
different types of presentations.1-3 Lesions 
may arise in the setting of chronic lymph-
edema (Stewart-Treves syndrome), in 
an area previously treated with radiation 
therapy, or on the head and neck of elder-
ly individuals. A combination of surgical 
excision, radiotherapy, and angiogenesis 
inhibitor treatment are helpful. The diffuse 

nature of most tumors makes complete 
resection difficult. Paclitaxel is usually 
the chemotherapeutic agent of choice, 
with multikinase inhibitors serving as 
second-line therapeutic agents.2

In actinic keratosis, lesions initially 
appear as small papules or plaques 
with a sandpaper-like texture. Actinic 
keratoses are considered premalignant.4 
Lesions may turn brown or erythematous 
and scaly. Histology shows atypical cells 
in the basal and squamous layers and an 
absent granular layer along with hyper-
keratosis or parakeratosis (Figure 3).5

Seborrheic dermatitis typically pres-
ents in areas of high sebaceous activity. 
This condition is characterized by inter-
mittent flares with asymptomatic periods 
and presents as a hyperkeratotic, scaly 
plaque. Patients exhibit erythematous, 
patchy scaling associated with burning 

Table. Selected Differential Diagnosis of Angiosarcoma6

CONDITION CHARACTERISTICS

Actinic  
Keratosis

• Pathophysiology results show atypical cells in the basal and squamous 
layers. 

• It presents as a brown, erythematous, scaly plaque. 
• The biopsy results reveal hyperkeratosis and compact parakeratosis. 

The keratinizing layer appears normal overlying cutaneous appendag-
es. The affected epidermis shows atypia and a loss of polarity.

Seborrheic 
Dermatitis

• It presents as erythematous, patchy scaling with burning and pruritis. 
It is typically characterized by intermittent flares. 

• Spongiosis with parakeratosis more pronounced around follicular 
ostia is present. Pityrosporum yeast spores are often present in the 
stratum corneum.

Basal Cell 
Carcinoma

• Biopsy results show hyperchromatic, oval nuclei with little cytoplasm.
• It presents as an open sore or reddish patch. 
• On histology, irregular nodular aggregates of atypical basal epithelial 

cells are noted in the dermis. There is palisading of peripheral nuclei. 

Angiosarcoma

• Biopsy results show atypical vascular spaces pathognomonic for 
angiosarcoma. 

• On histology, hobnail-like atypical endothelial cells protrude into 
vascular lumens. Neoplastic cells express endothelial cell markers, 
including CD31, CD34, ERG, and FLI1. 

• Radiation-associated angiosarcoma is associated with MYC gene 
amplification. 

Figure 2. A CD34 stain showed irregular vascu-
lar channels in the dermis (400× magnification). 

Figure 3. The biopsy would show compact 
parakeratosis and atypia of the epidermis. 
Actinic budding would be noted (Hematoxylin 
and eosin-stained sections; 400× magnifica-
tion). Image courtesy of Thomas Helm, MD.5

Figure 4. The biopsy would reveal spongiosis 
and scale crust. Atypia of the epidermis is not 
identified. (Hematoxylin and eosin-stained 
sections; 400× magnification) Image courte-
sy of Thomas Helm, MD.

Figure 5. A biopsy would reveal a tumor com-
posed of basaloid cells with scanty cytoplasm. 
Retraction artifact is noted, and there is pe-
ripheral palisading of nuclei (Hematoxylin and 
eosin-stained sections; 400× magnification). 
Image courtesy of Thomas Helm, MD.5 
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and pruritis on the face, back, or neck. 
Histology typically shows spongiosis with 
parakeratosis around the follicular ostia 
(Figure 4).

Basal cell carcinoma typically presents 
as an open sore, a reddish patch, or a 
scar-like lesion. The classic presentation 
location for angiosarcoma is on the scalp. 
Biopsy results in angiosarcoma reveal 
large, atypical vascular spaces, which do 
not match up with the typical biopsy pre-
sentation of nodular basal cell carcinoma; 
nodular basal cell carcinoma typically 
presents with hyperchromatic nuclei and 
little cytoplasm. Basal cell tumors typical-
ly have a peripheral “palisading” pattern 
of nuclei on histology (Figure 5). 
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