
positive ASST responses.12 We believe that skin reactivity to

intradermal testing with serum as well as sodium citrate can

be overestimated if it is not adequately compared with the

skin reaction elicited by saline injection and dermatographism

is not taken into account.

In conclusion, although we agree that APST has not been

superior to ASST in most studies carried out in centres other

than ours (although APST scored more frequently positive

than ASST in several cases9,11) it has to be clearly stated that

both ASST and APST are specific tests that may score positive

only in CU and a few other clinical conditions.
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11 Metz M, Giménez-Arnau A, Borzova E et al. Frequency and clinical
implications of skin autoreactivity to serum versus plasma in

patients with chronic urticaria. J Allergy Clin Immunol 2009;
123:705–6.

12 Konstantinou G, Asero R, Maurer M et al. EAACI ⁄GA(2)LEN task
force consensus report: the autologous serum skin test in urticaria.

Allergy 2009; 64:1256–68.

Funding sources: none.

Conflicts of interest: none declared.

Autologous plasma and serum skin test in
chronic urticaria: reply from authors

DOI: 10.1111/j.1365-2133.2011.10780.x

MADAM, First of all, we thank Asero et al.1 for their valuable con-

tributions. We believe that our study is different from previous

ones in that it used modified criteria for evaluating the auto-

logous plasma skin test (APST). We added both sodium citrate

in saline (SC) and an autologous serum skin test (ASST) as add-

itional items.2 In our study, APST was interpreted as positive if

a plasma-induced weal-and-flare had a diameter > 3 mm and

the ASST, S (saline) and SC tests were negative.2 In the previous

studies, only an unequivocal weal-and-flare reaction with a

weal diameter of at least 3 mm in the absence of any reaction

to saline was considered as a positive response.3,4

It is well known (as Asero et al. also mentioned in their let-

ter) that both plasma and serum (used in APST and ASST)

contain autoantibodies (developed against FceRI and IgE) and

histamine-releasing factors (HRFs). Plasma also contains coag-

ulation factors (especially thrombin) and plasma preparations

contain SC. The positive reaction of APST may originate from

SC, thrombin, autoantibodies and HRFs. So, SC was included

in the test panel as a negative control. We believe that this is

a logical practice and will be accepted by the investigators. In

the literature, saline has been used as a negative control test

for ASST and APST in almost all studies.3,4 In addition to sal-

ine, we think that SC should be used as a negative control in

APST, to differentiate whether the positivity originated from

SC or from the plasma itself. From this point of view, we

modified the APST evaluation criteria and added SC as a nega-

tive control.

We also included ASST into the evaluation criteria of APST

to clarify the individual role of ‘thrombin’ in the pathogenesis

of chronic urticaria (CU). In this way, we excluded positive

ASST results which depend on autoantibodies and HRFs. We

tried to determine the additional value of the APST, and our

study results should be evaluated on the basis of this

approach.

Modified criteria were used to evaluate the APST in our

study.2 We added SC and ASST as negative controls.2,3 When
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the APST was evaluated without negative controls, it was posi-

tive in 67% of cases. However, the APST was positive in 0%

of cases when it was evaluated with negative controls.2

To our knowledge, this is the first study which uses both

SC and autologous serum as negative controls. In the study of

Asero et al.,3 an SC test was not performed with the other tests

(APST, ASST, saline, histamine). Instead, a test using SC at a

concentration of 0Æ125 mol L)1 was performed separately in

10 patients.3 We think that this is not sufficient to evaluate

the results and that there is no any other study including SC

and ASST as negative controls. The percentage of test positivity

may show differences between studies resulting from patient

selection, differences in methodology, interpretation of

response, disease activity, skill in performing the test, etc.

However, we suggest that evaluation of the results of negative

control tests, (saline, SC and ASST) while performing APST is

a scientific and reasonable practice.

As both plasma and serum contain autoantibodies and

HRFs, APST should be positive when ASST is positive. We

agree on this subject with Asero et al. APST should be regarded

as positive when other controls (ASST, SC and saline) are neg-

ative and histamine is positive. Thus, there are no APST-nega-

tive ⁄ASST-positive patients with CU when the tests are

evaluated on the basis of the modified criteria used in our

study.2,3

Two points should be emphasized: the frequency of posi-

tive ASST responses of healthy controls in published studies

ranges from 0% to 52Æ5%.5,6 In our study, ASST positivity was

also high (34%) in healthy controls.2 In addition, one of the

exclusion criteria for patients with CU was physical urticaria

including dermatographism.

In the scope of the scientific data (both autologous serum

and plasma contain autoantibodies to IgE and ⁄or to high-affin-

ity IgE receptors), APST and ASST are expected to be positive in

some patients with CU. This means that when the ASST is posi-

tive, the APST should be positive as well. We believe that

APST()) ⁄ASST(+) results need to be explained by the authors.4

In contrast to the previous report of Asero et al. in which

the positivity of ASST was 53% and APST was 86%, Metz

et al.4 found 37Æ5% ASST positivity and an only slightly higher

percentage (43%) of APST positivity. Sajedi et al.7 also reported

that 76Æ6% of patients were positive for APST and 65Æ5% were

positive for ASST.

Finally, as mentioned in our study, the use of the APST for

evaluating autoreactivity in clinical practice is not superior to

ASST for the time being and further studies should be con-

ducted.2
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Plasma-cell rich lymphangiosarcoma: an
under-recognized variant and potential
diagnostic pitfall
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MADAM, We report an unusual lymphangiosarcoma in the scalp

of a 79-year-old woman. She had a mass in the left temporal

region, above the zygomatic arch and extending close to the

left orbit for 6 months that was thought clinically to be a

sebaceous cyst.

The lesion was surgically excised and the patient received

radiotherapy. However, new nodules that were surgically

irresectable appeared and further courses of radiotherapy were

administered. New lesions did not develop and she died after

2 years.

The excision specimen measured 30 · 20 · 10 mm with

an overlying ellipse of skin measuring 30 · 5 mm. Cut section

showed a solid lesion which extended to the excision margins.

The neoplasm was predominantly solid and composed of

dyscohesive sheets of large cells with esoinophilic cytoplasm,

vesicular nuclei, irregular nuclear outlines, small eosinophilic

nucleoli and moderate nuclear pleomorphism (Fig. 1a). Occa-

sional rhabdoid and multinucleate cells with polylobated
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