
Letter to the Editor

Vol. 25, No. 2, 2013 245

Received June 8, 2012, Revised July 17, 2012, Accepted for publication July 25, 2012

Corresponding author: You Chan Kim, Department of Dermatology, Ajou University School of Medicine, 164 WorldCup-ro, Yeongtong-gu,  Suwon 
443-721, Korea. Tel: 82-31-219-5190, Fax: 82-31-219-5189, E-mail: maychan@ajou.ac.kr

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http:// 
creativecommons.org/licenses/by-nc/3.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, 
provided the original work is properly cited.

2. Zuberbier T, Asero R, Bindslev-Jensen C, Walter Canonica G, 
Church MK, Gimenez-Arnau A, et al; Dermatology Section of 
the European Academy of Allergology and Clinical Immu-
nology; Global Allergy and Asthma European Network; Euro-
pean Dermatology Forum; World Allergy Organization; 
Dermatology Section of the European Academy of Aller-
gology and Clinical Immunology; Global Allergy and Asthma 
European Network; European Dermatology Forum; World 
Allergy Organization. EAACI/GA(2)LEN/EDF/WAO guideline: 
definition, classification and diagnosis of urticaria. Allergy 
2009;64:1417-1426. 

3. Zuberbier T, Asero R, Bindslev-Jensen C, Walter Canonica 
G, Church MK, Giménez-Arnau AM, et al; Dermatology 
Section of the European Academy of Allergology and Clini-
cal Immunology; Global Allergy and Asthma European Net-
work; European Dermatology Forum; World Allergy Organi-
zation. EAACI/GA(2)LEN/EDF/WAO guideline: management 
of urticaria. Allergy 2009;64:1427-1443. 

4. MacGlashan DW Jr, Bochner BS, Adelman DC, Jardieu PM, 
Togias A, McKenzie-White J, et al. Down-regulation of 
Fc(epsilon)RI expression on human basophils during in vivo 
treatment of atopic patients with anti-IgE antibody. J Immu-

nol 1997;158:1438-1445.
5. Beck LA, Marcotte GV, MacGlashan D, Togias A, Saini S. 

Omalizumab-induced reductions in mast cell Fce psilon RI 
expression and function. J Allergy Clin Immunol 2004;114: 
527-530.

6. Młynek A, Zalewska-Janowska A, Martus P, Staubach P, 
Zuberbier T, Maurer M. How to assess disease activity in 
patients with chronic urticaria? Allergy 2008;63:777-780. 

7. Finlay AY, Khan GK. Dermatology Life Quality Index 
(DQLI)- -a simple practical measure for routine clinical use. 
Clin Exp Dermatol 1994;19:210-216.

8. Ivyanskiy I, Sand C, Thomsen SF. Omalizumab for chronic 
urticaria: a case series and overview of the literature. Case 
Rep Dermatol 2012;4:19-26. 

9. Hamilton RG, Marcotte GV, Saini SS. Immunological me-
thods for quantifying free and total serum IgE levels in 
allergy patients receiving omalizumab (Xolair) therapy. J 
Immunol Methods 2005;303:81-91.

10. Steiss JO, Schmidt A, Nährlich L, Zimmer KP, Rudloff S. 
Immunoglobulin E monitoring and reduction of omalizumab 
therapy in children and adolescents. Allergy Asthma Proc 
2012;33:77-81.

http://dx.doi.org/10.5021/ad.2013.25.2.245

Conglomerated Facial Liposarcoma

Jaeyoung Shin, You Chan Kim

Department of Dermatology, Ajou University School of Medicine, Suwon, Korea

Dear Editor:
Liposarcoma is the most common soft-tissue tumor occ-
urring in adults1. Most liposarcomas develop in the deep 
soft tissues of the extremities and retroperitoneum. Only a 
very small percentage occurs in the head and neck 
regions2. Although very large liposarcomas are not infre-
quently found in the intraabdominal regions or extremi-
ties, the head and neck liposarcomas mostly occur as 
small solitary mass which can usually be treated by 
surgical excision. We report a case of large conglomerated 
liposarcoma developed on the forehead.

A 74-year old woman presented with firmly palpable 
nodules on the forehead which had existed for 2 years 
(Fig. 1). Histopathologic evaluation revealed multivacuo-
lated lipoblasts with nuclear pleomorphism and hyper-
chromatism scattered in the subcutaneous fat (Fig. 2A, B), 
which was consistent with the well-differentiated liposar-
coma. Immunohistochemical stain with S-100 protein was 
positive in the adipocytes and some lipoblasts (Fig. 2C), 
while Ki-67 was negative. The magnetic resonance ima-
ging (MRI) showed a large liposarcoma involving the 
entire forehead and soft tissues to the level of ethmoid 
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Fig. 2. (A, B) Histopathologic evaluation revealed multivacuolated lipoblasts with nuclear pleomorphism and hyperchromatism scattered
in the subcutaneous fat (H&E; A: ×20, B: ×200). (C) S-100 protein was positive in the adipocytes and some lipoblasts (S-100; ×100).

Fig. 1. Multiple firmly palpable subcutaneous nodules on the 
forehead.

sinuses. Neither positron emission tomography-computed 
tomography nor the neck computed tomography showed 
nodal involvement or distant metastasis. Initially, she was 
referred to the plastic surgery for surgical excision, but 
due to the large extent of the lesion, surgical removal was 
considered impossible. Instead, concurrent chemo-radio-
therapy with doxorubicin (10 mg/m2 weekly) was attemp-
ted as the primary treatment. Radiotherapy followed in the 
standard protocol with fractioned doses of 200 cGy, 5 
days a week for 2 months. The facial MRI, 4 months after 
the initial visit, showed a decreased thickness of the tumor 
without metastatic lymph nodes.
Four histological variants, namely the well-differentiated, 
myxoid, round cell and pleomorphic liposarcomas, have 
been described3. The term well-differentiated liposarcoma, 
the most common subtype, has been designated to 
describe the nonmetastasizing, low-grade lipomatous tu-
mors with a tendency for local recurrence. Histologically, 
it resembles the normal fat with scattered multivacuolated 
lipoblasts, featuring some nuclear pleomorphism and 
hyperchromatism. Although most authors agree that 
sarcoma label is appropriate when these lesions are found 

in retroperitoneum, when they are located in the ex-
tremities or elsewhere, some experts prefer the term 
atypical lipomatous tumor due to the favorable outcome 
after surgery and the nearly negligible effect on survival4. 
Complete excision is the treatment of choice for all his-
tologic subtypes. Patients with smaller, well-differentiated 
or myxoid liposarcomas without local extension may be 
observed after surgery. Neoadjuvant chemotherapy may 
be considered in patients with high-grade tumors and for 
those involving complex anatomical structures, and the 
use of the adjuvant postoperative chemotherapy would 
theoretically offer benefits to patients with aggressive 
tumors. Postoperative radiotherapy may be indicated for 
patients with high-grade tumors, positive margins, large 
tumors, local extension and complex anatomic subsites5.
The present case is unique in its wide-spread, cong-
lomerated nature and superficial location, which rendered 
surgical resection impossible. The reports regarding the 
treatment of facial liposarcomas without surgery are very 
limited in the literature. The well-differentiated liposar-
comas show nearly 100% 5 year survival rate without 
metastasis, despite frequent local recurrence after surgery. 
In addition, scalp or face tumors are known to have a 
better prognosis than the oral tumors1. Long-term follow- 
up would be required to determine the treatment out-
come.
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Fig. 1. Solitary well-defined erythematous papule (measured 
0.5×0.5 cm in diameter) on the lateral fold of left first toenail.
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Eccrine Poroma Clinically Mimicking Ingrowing Toenail 
Complicated with Granulation Tissue
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Dear Editor:
Eccrine poroma is a benign tumor arising from the eccrine 
gland epithelium in the epidermis. It can occur anywhere 
in the body, where eccrine gland exists. Here, we report a 
case of eccrine poroma mimicking an ingrowing toenail 
complicated with granulation tissue, as this case can easily 
lead physicians to misdiagnosis.
A previously healthy 55-year-old man was presented with 
one month of solitary painful erythematous papule on 
margin of his first left-foot toenail. His past medical history 
was unremarkable.
On physical examination, we found a well-defined 
erythematous papule (0.5 cm in diameter) over the medial 
side of the left first toenail margin (Fig. 1). First impression 
was the granulation tissue caused by an adjacent in-
growing toenail. A shaving excision was performed.
Unexpectedly, histological examination confirmed eccrine 
poroma (Fig. 2). After three months, a new lesion 
recurred, and surgical excision had to be done for 
complete removal.
Eccrine poroma is a tumor arising from the eccrine duct 
epithelium in the epidermis, called acrosyringium. The 
majority of lesions occur on the palms and soles, as 
eccrine glands are concentrated in those areas. Eccrine 

poroma appears as an exophytic, skin colored or pink 
papule with a diameter of 1∼2 cm. It is easily diagnosed 
based on typical clinical manifestations. As longstanding 
lesions can develop into malignant eccrine poromas, 
surgical removal is the primary treatment option.
Onychocryptosis, or ingrowing toenail, is a common nail 
disorder where the side of the nail plate penetrates the 




