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This case report describes an
uncommon tumor treated

with an unproven medication
found by the patient during an
Internet search.

Case Report

A 68-year-old white male with a
history of multiple cutaneous
basal and squamous cell carcino-
mas was found to have a new
0.5 cm red papule located on the
right shoulder. On biopsy, the tu-
mor was a circumscribed cellular
nodule located in the dermis. The
overlying epidermis was mildly
acanthotic. The tumor consisted
of round to spindle-shaped cells
with a moderate degree of pleo-
morphism. These were tightly
packed between thin-walled vas-
cular channels, lined by a single
layer of endothelial cells that in
areas had a staghorn appearance
(Figure 1). The nuclei were vesic-
ular and had prominent nucleoli.
There were occasional mitoses,

with a maximum count of 4 per
10 high-power fields. The tumor
cells stained strongly positive for
vimentin but were negative for
cytokeratin, epithelial membrane
antigen, CD68, S-100 protein,
and myoglobin. Actin antibodies
stained the smooth muscle pres-
ent around an occasional vessel,
and CD34 stained the endothe-
lium (Figure 2). These results are
consistent with a diagnosis of he-
mangiopericytoma.

The lesion was removed by wide
local excision. Radiologic studies
led to the discovery of multiple
pulmonary nodules. A hilar
lymph node biopsy confirmed the
presence of metastatic heman-
giopericytoma. He refused fur-
ther surgical, chemical, or radia-
tion therapies and began taking
MGN-3, a biologic response
modifier he discovered on the In-
ternet. The lung masses steadily
decreased in size by serial imag-
ing, and at the time of this report

submission (34 months after the
initiation of therapy), the tumor
was undetectable by computed
tomography.

Hemangiopericytoma is an un-
common mesenchymal neoplasm
that usually arises in the deep
soft tissue of the lower extremi-
ties, pelvic fossa, or retroperi-
toneum.1 On gross examination,
most lesions are solitary, well-
circumscribed tumors with a
solid, homogeneous appearance
of varying color interrupted by a
few dilated vascular spaces. Fo-
cal areas of hemorrhage, necro-
sis, or cystic degeneration may be
seen.

Since 1942, when Stout and
Murray first described the tumor,
over 600 cases have been re-
ported.2 The occurrence of he-
mangiopericytoma in the skin
has been reported in less than 20
cases in the English literature. In
many of the cases, the tumor
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likely originated in the subcuta-
neous tissue and invaded the der-
mis. Wide local excision is the
treatment of choice with or with-
out adjuvant radiotherapy.3 The
prognosis for patients with he-
mangiopericytoma is variable
and depends largely on the size
and location of the tumor and its
clinical behavior. To date, no de-
finitive histologic criteria for tu-
mor prognosis have been estab-
lished. Findings of increased

cellular density, cytologic pleo-
morphism, focal calcification,
hemorrhage, necrosis, and
greater than 4 mitoses per 10
high-power fields suggest
metastatic potential.4,5 The total
recurrence rate (both local and
distant) is reported as 50.5% for
musculoskeletal tumors, 41% for
intra-abdominal tumors, and
80% for central nervous system
tumors.6 The follow-up intervals
for cases of cutaneous heman-

giopericytoma in the literature
have not been sufficient to gauge
recurrence. Metastatic tumors
appear a mean of 8 years follow-
ing initial therapy and have been
reported to occur up to 16 years
later.7 Local tumor recurrence
has been reported up to 26 years
after initial resection.8

MGN-3 is an arabinoxylane de-
rived from rice bran that has
been enzymatically modified by
an extract of the mushroom Hy-
phomycetes mycelia. In vivo
murine studies have reported in-
creased natural killer cell activity
with MGN-3 supplementation.9

An in vitro investigation revealed
increased tumor necrosis factor �
and interferon-� production by
peripheral blood lymphocytes
treated with MGN-3.10 In addi-
tion, MGN-3 was found to en-
hance anti–CD95 antibody–
induced apoptosis in a human
leukemic cell line.11 This biologic
response modifier has been stud-
ied in a limited number of pa-
tients with human immunodefi-
ciency virus (HIV) disease or
cancer, with improvement in nat-
ural killer cell function and dis-
ease activity over time.12,13 Fur-
ther studies are needed, however,
to ascertain the therapeutic bene-
fits of this relatively novel com-
pound.

It is not uncommon for patients
to search the Internet for uncon-
ventional treatment options. This
patient researched and ordered
the medication via the Internet
and self-prescribed and self-
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Figure 1. A lobulated neoplasm composed of cytologically uni-
form small, basophilic spindled cells with an oval nucleus and ill-
defined cytoplasm. The cells are arranged around numerous thin-
walled “staghorn-shaped” vessels (hematoxylin-eosin stain; �50
original magnification).

Figure 2. Immunohistochemical stain for CD34 (QB-End) high-
lights the delicate blood vessels. The tumor cells are negative
(�200 original magnification).



monitered his therapy. Although
allopathic medicine cannot pro-
mote the use of unproven thera-
pies, it is important for physi-
cians to recognize the use of
these treatments by their pa-
tients.
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