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Abstract
Background: Kaposi sarcoma (KS) is a neoplasm of the endothelial cells. It

often manifests with multiple vascular nodules on the skin and other organs. It
is a systemic, malignant and multifactorial disease and has a variable course.
There are four types: classic, endemic, iatrogenic and HIV-associated. The pri-
mary presentation on the penis and face is uncommon and is mainly observed
in HIV-positive patients. Multiple treatment modalities are used including sur-
gery, cryotherapy, electrosurgery, laser and radiation therapy.

Main observation: The authors present two cases of isolated Kaposi sarcoma
in HIV negative, human herpes virus 8 (HHV-8) positive non immunocompro-
mised patients. One case with facial KS and the other one with penile KS. Both
were treated surgically with no recurrence in the following 6 months of the fol-
low up period.

Conclusions: Kaposi sarcoma is rare in HIV negative patients and is associa-
ted with HHV-8 infection. Lesions are usually solitary and can be treated surgi-
cally. It should be included in the differential diagnoses of penile and facial le-
sions that are clinically suspecious and resistent to therapy. (J Dermatol Case
Rep. 2011; 5(2): 24-26.)
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Introduction
Kaposi's sarcoma is a vascular neoplasm, described by

Morris Kaposi in 1872.1 Although true metastases appear
to occur, a multifocal origin is the most common.2 The pat-
tern of Kaposi sarcoma is variable, with a course ranging
from indolent with only skin manifestations to fulminant
with extensive visceral involvement.3

It occurs most frequently in mucocutaneous sites, typi-
cally the skin of the lower extremities, face, trunk, genitalia
and oropharyngeal mucosa. KS also commonly involves
lymph nodes and visceral organs, most notably the respira-
tory and gastrointestinal tracts.4 The tumor is categorized
into classic form, African endemic form, transplantation as-
sociated form and AIDS related epidemic form.5 Cutaneous
KS rarely may be infiltrative or exophytic. Exophytic KS may
erode downward into bone.4

The exact nature of the disease is not clear. It remains con-
troversial whether the endothelial cells are of vascular ori-
gin, lymphatic origin or both.6 Current data support the
notion that KS is a vascular hyperplasia with a tight link to

HHV-8 infection. The virus was first identified in KS cells of
a patient with AIDS but later, it had been linked convincin-
gly with all 4 types of KS, an association that is necessary,
but not sufficient to develop KS. Therefore, other factors al-
so are important. At this point, immunosuppression appe-
ars to be the most significant cofactor.7 HHV-8 contains ho-
mologues of cellular genes that can stimulate cell prolifera-
tion, inflammation and angiogenesis and perhaps inhibit
apoptosis.8 The host immune response and cytokines par-
ticularly fibroblast growth factor released by virally infected
cells may further support tumor growth in an autocrine and
paracrine manner.7

Case Reports

CASE 1
A 42-year-old male with a violaceous firm facial nodule.

The nodule was (1x1 cm) and surrounded by erythematous
halo on the right cheek. The lesion was not tender or painful

DOI: 10.3315/jdcr.2011.106724



blood vessels were also seen (Fig. 2A,C). So the diagnosis
of KS was made for both cases. Confirmatory immunohisto-
chemical staining for CD 34 antibody was done and reve-
aled positive staining for endothelial cells and malignant
spindle shaped cells in both cases (Fig. 2B,D).

Testing for HIV antibody by ELISA yields negative results
for both patients. Testing for HHV-8 by polymerase chain
reaction yields positive results for both patients.

Chest X ray, abdominal and pelvic ultrasonography didn't
detect any additional visceral lesion in both cases.

No recurrence was detected for both lesions (facial and
penile) in the following 6 months of the follow up period.

Discussion
Kaposi's sarcoma can be classified into four distinct forms:

classic, endemic, iatrogenic and AIDS-associated.1,2 The clas-
sic form is frequently observed in elderly male patients of
Mediterranean origin and Ashkenazi Jews, presenting as an
indolent disease, with nodular lesions on the skin, and af-
fecting more often the lower limbs and feet and rarely pre-
senting visceral involvement.3 The primary presentation on
the face is rarely described in the HIV-negative and non-
immunosuppressed individual.9 The primary presentation
on the penis is also rare and it is more common in HIV-po-
sitive patients, especially among those who are homosexu-
al in whom it has an aggressive behavior.2

Although primary facial and penile Kaposi sarcoma is
uncommon in HIV negative men, one should consider this
possibility when treating nonspecific penile and facial lesions.10,11

A minimal lesion with non distinctive clinical features may

and enlarged gradually from the time of appearance over a
period of 4 weeks. There was no bleeding, no enlarged regio-
nal lymph nodes. No other skin or mucosal lesions were de-
tected on patient's physical examination. Patient was gene-
rally well with no history of immunosuppressive drug inta-
ke, systemic illness or organ transplantation. Patient is he-
terosexual with no history of sexually transmitted diseases
or relations with prostitutes. Routine blood tests, urine ana-
lysis, liver and renal function tests were within normal limits.

CASE 2
A case of 34-year-old circumcised male who developed a

bluish firm penile nodule. The nodule was (1x1 cm) in size,
on the glans penis lateral to urethral meatus (Fig. 1). The le-
sion was not tender or painful and enlarged gradually from
the time of appearance over a period of 6 months. There
was no urethral discharge or enlarged inguinal lymph no-
des. Patient was generally well with no history of immuno-
suppressive drug intake, systemic illness or organ transplan-
tation. There was no other skin lesions and no mucosal af-
fection. The patient medical history was completely insigni-
ficant. The extended laboratory investigations including routi-
ne blood tests, urine analysis, liver and renal function tests
showed no abnormal findings and particularly no clue to ha-
ematologic or immunological diseases. The patient is hete-
rosexual with no past history of sexually transmitted diseases.

Excisional biopsy was taken from each lesion for histopa-
thological examination. Hematoxylin and eosin stained sec-
tions revealed blood filled slit like spaces and spindle sha-
ped cells with prominent atypia and frequent mitoses scat-
tered between collagen bundles. Inflammatory infiltrate com-
posed of lymphocytes and plasma cells as well as dilated
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Figure 1

Violaceous nodule on glans penis.

Figure 2

A) Blood filled slits like spaces, spindle shaped cells with pro-

minent pleomorphism, extravasated RBCs and cellular infitra-

te made of plasma cells and lymphocytes (hematoxylin and

eosin X200). B) Positive immune reactivity for CD 34 in endo-

thelial cells and neoplastic cells (immunoperoxidase X200).

C) Slit like spaces and proliferating pleomorphic spindle sha-

ped cells (hematoxylin and eosin X100). D) Positive immune

reactivity for CD 34 in endothelial cells and neoplastic cells

(immunoperoxidase X100).
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be the exclusive manifestation of Kaposi sarcoma. In addi-
tion, it may appear as a skin-colored, violaceous or erythe-
matous papule, nodule or plaque.12,13 Most patients pre-
sented by a single or few lesions, however multiple lesions
were also reported. In most cases lesions are asymptomatic.1

The sites more often involved on the penis are glans penis
(more common), foreskin, coronal sulcus, frenulum and ure-
thral meatus.12 Increased penile volume and lymphatic edema
due to massive involvement were described in some cases.14

However, involvement of the shaft is rare and it is usually as-
sociated with lesions located on the glans or coronal sulcus.10

The differential diagnoses for facial lesion include pyogenic
granuloma, histiocytoma, hemangioma and angiosarcoma.9

While the differential diagnoses for penile lesion include py-
ogenic granuloma, condyloma acuminata, glomus tumor and
molluscum contagiosum.10 Biopsy is diagnostic and histopa-
thological findings are the same as KS in other body sites.
Those are, blood filled slit like spaces, pleomorphic spindle
cells with frequent mitoses, extravasated erythrocytes, hemo-
sidrin laden macrophages and may be cellular infiltrate by
lymphocytes and plasma cells.13,15 In KS, cells that normally
line small blood vessels proliferate in an abnormal way, exten-
ding outward from what would have been the lining of the
vessel to penetrate between and partially surround nearby
collagen bundles, thus creating "stellate" and "ectatic" blood
vessels that are not closed off but rather are open to surro-
unding tissue.14 Immunohistochemical staining may be done
for CD34 antibody. It yields positive results for endothelial li-
ning of slit like spaces and for spindle cells.2

The pathogenesis of KS is uncertain. Recent studies sho-
wed an association between all types of KS and infection
with HHV-8, known as KS-associated herpes virus (KSHV).12

It seems that the route of HHV-8 transmission may be both
sexual and nonsexual. High HHV-8 seroprevalence in indi-
viduals with high-risk sexual activity represents the sexual
route, and the detection of HHV-8 antibodies in children and
nuns without sexual activity suggests the nonsexual route.
Zargari reported that saliva could be a potential source of
spread of HHV-8 in the general population.16

There are multiple treatment modalities described in litera-
ture including, local surgical excision, cryotherapy, electrosur-
gery, chemotherapy, laser therapy and radiation therapy, be-
sides adjuvant treatment with intralesional or systemic injec-
tions with cytostatic agents, alpha- and beta-interferon, pho-
todynamic therapy and topical therapy in form of nitrogen mu-
stard or imiquamod.17 For small and single lesions, surgical
excision may be recommended.10 Local recurrence is rare after
complete excision of the primary lesion. When present, relap-
se occurs from six months to two years after the procedure.13,17

Conclusions
We describe two cases of isolated Kaposi sarcoma in HIV

negative, HHV-8 positive, heterosexual patients. Face and pe-
nile Kaposi's sarcoma are rare in immunocompetent indivi-
duals and are associated with HHV-8 infection but must be
included in the differential diagnoses of suspecious facial and
penile lesions. Lesions are usually not associated with syste-
mic involvement and can be treated with surgical excision.
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