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Is dermoscopy a useful tool in pseudo-Kaposi sarcoma?

Sir,
Pseudo-Kaposi sarcoma, also known as acroangiodermatitis, 
is a disorder characterized by the presence of a reactive 
proliferation of blood vessels that usually takes place 
on the patients’ limbs in the setting of different vascular 
disruptions. These include chronic venous insufficiency in 
acroangiodermatitis of Mali and congenital arteriovenous 
malformations in Stewart-Bluefarb syndrome.1,2

Clinically, patients present with violaceous papules that can 
coalesce into plaques, mimicking Kaposi sarcoma [Figure 1a]. 
On histological examination, pseudo-Kaposi is characterized 
by lobular vascular proliferation with associated perivascular 
fibrosis. Erythrocyte extravasation and dermal siderophages 
are frequently encountered [Figure 1b].

In this report, we describe the dermoscopic features of four 
cases of pseudo-Kaposi. We found only three previous 
dermoscopic descriptions in the literature. All patients were 
treatment naïve when they were first seen in our clinic, except 
for patient two, who had been using a furoate mometasone 
ointment for the past month with partial relief of his symptoms. 
In every case, the diagnosis was suspected clinically and 
confirmed with histopathological and immunohistochemical 
examination: CD34 was expressed in endothelial cells but not 
in the surrounding perivascular cells, whereas immunostaining 
was negative for human herpesvirus 8 (HHV-8) in all cases. 

Clinical signs of chronic venous insufficiency were obvious in 
patients one, two and four, whereas patient three had suffered 
a previous deep venous thrombosis (diagnosed by Doppler 
ultrasound) three weeks before the lesions started to develop.

In preceding reports, irregular vessels and white structureless 
areas were described in two cases,2 while white rail lines, red 
and blue lacunae and hemorrhagic crusts were found on the 
other one.3 We believe that, overall, different terms were used 
to refer to similar structures.

The clinical and dermoscopic features of our patients are 
outlined in Table 1. In all cases, a clearly vascular pattern 
was appreciated. All of them presented a mauve to violaceous 
background color with polymorphic vessels which reflect the 
vascular proliferation (the red lacunae probably embodying the 
lobular proliferation) [Figure 2]. Polychromatic color change 
(or rainbow pattern), like the one described in Kaposi sarcoma, 
was demonstrated in three patients. While this was initially 
described as a specific sign for Kaposi sarcoma, it has now also 
been described in many other lesions, such as angiokeratomas, 
hypertrophic scars, melanoma and dermatofibroma.4 The exact 
mechanism by which this phenomenon occurs is still not well 
established. However, it is probably related to the different 
refraction indices of polarized light which exist throughout a 
disorganized dermis with increased vascularity.4
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White shiny structures, encompassing white shiny lines, 
white shiny areas and rosettes, were seen in all cases. 
They may correlate with fibroblastic proliferation and are 
probably linked to the interaction of polarized light with 
collagen due to a birefringence phenomenon.5 Superficial 
white scales were also present in all cases. They are likely to 
reflect the orthokeratotic hyperkeratosis which is sometimes 
demonstrated on biopsies.

The “sticky fiber” sign was present in the first case. This 
clue reflects the presence of spongiosis, transudation, 

excoriation or ulceration in different lesions and we believe 
it highlights the transudation which takes place as a result 
of the increase in blood pressure in the lower legs.6 In the 
second case, a peripheral, coppery pigmentation was also 
visible. This is likely to be secondary to the associated stasis 
dermatitis which causes extravasation of red blood cells and 
hemosiderin deposits. Thus, in these cases, dermoscopy was 
not only useful in establishing the diagnosis of this syndrome, 
but it also contributed to a better understanding of its etiology 
and its link to venous insufficiency.

Figure 1a: Clinical photograph of one of the patients’ lower leg showing the 
classical features of acroangiodermatitis

Figure 1b: Histopathological image of one of the patients showing an 
exuberant proliferation of vessels with a lobular configuration. Red blood cell 
extravasation and hemosiderin deposition can be observed (H and E, ×200)

Table 1: Clinical and dermoscopic features of the four patients

Patient Sex Age Duration of 
the disease

Likely 
cause

Clinical examination Dermoscopic features

1 Female 92 2 years CVI Bilateral violaceous plaques with superficial 
crusting, on the lower legs.

Bluish background, polymorphic vessels, rainbow 
pattern, hemorrhagic crusts, WSS, sticky fiber sign

2 Male 77 6 months CVI Bilateral vascular looking plaques with 
satellite nodules and superficial scale, distally 
on the lower limbs.

Polymorphic vessels, vascular lacunae, rainbow 
pattern, hemorrhagic crusts, WSS, peripheral 
coppery dots

3 Male 57 4 months DVT Unilateral shiny violaceous papules 
coalescing into a large plaque on the right leg

Polymorphic vessels, vascular lacunae, rainbow 
pattern, WSS

4 Male 87 9 months CVI Bilateral shiny violaceous papules and 
plaques with intense scaling on the distal 
lower extremities

Polymorphic vessels, vascular lacunae, WSS

CVI: Chronic venous insufficiency, DVT: Deep venous thrombosis, WSS: White shiny structure
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The pathogenesis of acroangiodermatitis is still poorly 
understood. However, it has been suggested that it might 
potentially develop as a consequence of increased venous 
and capillary pressure leading to an angiogenic response. 
This response could be mediated by different angiogenic 
factors, including vascular endothelial growth factor and 
PGE1 which stimulate the proliferation of fibroblasts and 
endothelial cells.7 This blood pressure increase is also 
presumably responsible for the extravasation of hemosiderin 
that can be observed both dermoscopically and histologically.

Management of acroangiodermatitis should be focused 
on treating the underlying cause (including limb elevation 
and compressive bandages in cases secondary to chronic 
venous insufficiency and vascular surgery for arterovenous 
malformation).

When analyzing the morphological patterns of these cases 
(as well as the ones previously described in the literature), 
there seem to be certain structures which are present most 
of the time. These include vascular lacunae, polymorphic 
vessels, white shiny structures and even polychromatic color 
change.

We, therefore, believe that dermoscopy can be useful in 
distinguishing acroangiodermatitis from other conditions 

which can mimic it clinically. These include lichen planus 
(violet hue without irregular vessels), angiokeratomas 
(presence of dark lacunae without polymorphic vessels), 
pigmented purpuric dermatitis (absence of white shiny 
structures), lichen aureus (lack of white shiny structures, less 
prominent vascular pattern) and lichen simplex chronicus 
(faint vascularity with no lacunae). For differentiating from 
Kaposi sarcoma, there are some dermoscopic clues which 
could be explored. For instance, increased fibroblastic 
activity in pseudo-Kaposi sarcoma presenting as white 
shiny structures might be suggestive of this diagnosis. 
However, differentiation of both disorders based solely on 
clinical and dermoscopic grounds is virtually impossible in 
some cases. Consequently, we believe histopathology with 
immunostaining for HHV8, D2-40 and CD34 that remains 
the gold standard for the diagnosis of this disease.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Figure 2c: Dermlite DL200 HR with polarized light (×10). Dermoscopic 
image of patient 3. White shiny structures (black arrows) and superficial scales 
(red arrows) can be observed

Figure 2b: Dermlite DL200 HR with polarized light (×10). Dermoscopic 
image of patient 2. Peripheral coppery dots (red circles) as well as white shiny 
structures (black arrows) are visible

Figure 2d: Dermlite DL200 HR with polarized light (×10). Dermoscopic 
image of patient 4. Irregular vessels (yellow arrows) and superficial scales 
(red arrows) are pointed out

Figure 2a: Dermlite DL200 HR with polarized light (×10). Dermoscopic 
image of patient 1 revealing hemorrhagic crusts (yellow circle) and the “sticky 
fiber” sign (black circles)
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Psoriasis as Wolf ’s isotopic response over BCG scar

Sir,
Wolf’s isotopic response, first introduced by Wolf et al., refers 
to the development of a new unrelated dermatosis at the healed 
site of a previous dermatosis.1 The commonly reported second 
diseases are urticaria, lichen planus, psoriasis, infections 
such as molluscum contagiosum, fungal granuloma, rosacea, 
morphea and granuloma annulare.2 Various dermatoses that 
can develop on a Bacillus Calmette-Guerin (BCG) scar site 
include, cutaneous tuberculosis, keloids, sarcoidosis and 
nodular hidradenoma but development of psoriasis over it is 
very rare. We describe a case of psoriasis developing on a 
healed BCG scar site in a child.

A 1.5-year-old healthy girl, born out of non-consanguineous 
marriage, presented to the skin department of MKCG 
Medical College and Hospital, Berhampur, Odisha, with 
a single, reddish, elevated, scaly lesion on the left upper 
arm, noticed by the mother five months after birth. There 
was a history of BCG vaccination, 24 h after birth, at the 
site. Subsequently, the injection site became swollen, red 
and ulcerated in 3–4 weeks for which the mother consulted 
some local physician and applied topical medication (nature 
unknown). The lesion healed with scar formation by of 
8–10 weeks. After about three months, the mother noticed 
a grain sized reddish, elevated scaly lesion over the scarred 
area which gradually increased to attain the present size, 
associated with itching. Topical antifungals were applied but 
there was no improvement in the lesion. Family history was 
noncontributary.

On examination, a single, well-demarcated, erythematous, 
indurated plaque of size 3 × 3 cm with thick adherent white 
scales, was present on the left deltoid region on the site of 
BCG scar with sparing of other areas of the body [Figure 1]. 
Grattage test was done over the lesion and Auspitz sign 
was positive. Based on the clinical findings, psoriasis and 
psoriasiform lupus vulgaris were considered in differential 
diagnosis. All routine investigations were within normal 
limits. Tuberculin test was not done, due to its non-specific 
nature.

Histopathological examination of lesional skin biopsy 
revealed acanthosis, parakeratosis, hypogranulosis, regular 
elongation of rete ridges, collection of neutrophils within the 
parakeratotic layer with vascular proliferation in papillary 
dermis and mild-to-moderate chronic inflammatory cell 
infiltrates in superficial dermis, consistent with psoriasis 
[Figures 2 and 3]. With a final diagnosis of psoriasis vulgaris 
(possibly due to Wolf’s isotopic response) on BCG scar, 
topical calcipotriol (0.005%) for twice daily application was 
started. After one month of treatment, the lesion showed 
improvement.

The various possible hypotheses formulated to explain this 
unusual phenomenon include viral, neural, immunological 
and vascular etiologies.2 However, the most plausible 
composite hypothesis is “locus minoris resistentiae,” or 
immunocompromised cutaneous district which refers to 
a focus of dysregulated immunity, caused by alternation 
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