Albanian Journal of Trauma and Emergency Surgery (2023) 7/2: 1304-1307
DOI: 10.32391/ajtes.v7i2.260 OPEN aACCEss JOURNALS

CASE REPORTS

Scrotal Kaposi’s Sarcoma in HIV-negative Patient:
A Case Report and Review of the Literature.

Teona Bushati >**”, Leart Berdica %3, Albina Ndoja **3, Erion Sukaj ¢,

Ilirian Ibrushi 7, Leon Kaza 3

Received: 23 January 2023 / Accepted: 12 February 2023 / Published online: 20 July 2023

This article is published with open access at https://journal.astes.org.al

© The author(s) 2023. @ The Albanian Journal of Trauma and Emergency Surgery is an Open Access Journal. All articles are distributed
under the terms of the Creative Commons Attribution Non-Commercial License: http://creativecommons.org/licenses/by-nc) which permits
unrestricted non-commercial use, distribution, and reproduction in any medium provided the original work is properly cited.

Abstract

Background: Kaposi’s sarcoma (KS) is an indolent angio-proliferative tumor proliferation with spindle cells originating from endo-
thelial and immune cells infected with human herpes virus type 8. (HHV-8: also known as Kaposi sarcoma herpes virus [KSHV]).
HHV-8 was identified as the causative agent of KS. This virus is present in 95-98% of cases with KS. Kaposi’s sarcoma was first
described by a Hungarian dermatologist 1872 named Moritz Kaposi.[1]

The lesions are characterized by the proliferation of spindle cells of endothelial origin, which present different degrees of abnormal
vascularization, inflammatory infiltrates, and fibrosis. Kaposi’s Sarcoma (KS) is a malignancy that generally affects the skin, and can
be systemic with internal organ involvement. It originates from the vascular endothelium. KS’s relationship with human immunode-
ficiency virus (HIV) infection is well known.

In this article, we will present a 73-year-old male patient with 3 purple scrotal lesions up to 0.5 cm in size.

Conclusion; Kaposi’s sarcoma of the scrotum in a negative patient is a rare pathology. However, in cases of scrotal lesions that last
over time, a differential diagnosis should be made and Kaposi’s sarcoma should be taken into consideration. Also, a screening for
other accompanying lesions, especially a detailed examination of the gastrointestinal tract is important in cases of Kaposi’s sarcoma
of the scrotum.
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deposits give the lesions their purplish appearance. Spindle
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cells are infected with HHV-8. HHV-8 encodes for a number
of genes that induce proliferation, cytokine production and
angiogenesis thus contributing to tumor pathogenesis.
Kaposi’s sarcoma has a variable clinic from minimal
mucocutaneous lesions to extensive organ involvement.
The skin lesions are classically characterized by macules,
plaques and nodules that are of a purple, red, blue, dark
brown or black appearance. Penile KS is relatively common,
while isolated scrotal KS has rarely been seen.[2] In this
article, we will present a 73-year-old male patient with 3
purple scrotal lesions up to 0.5 cm in size.

Case report

In this case report we will address a 73-year-old male with
3 dark-colored nodular scrotal lesions with a diameter of
0.3, 0.5 and 0.4 cm (Figure 1). The lesions appeared 2 years
ago and during this period they were treated several times
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Figure 2. The view in Hematoxylin-Eosin Staining
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Figure 3. Immunohistochemistry. HHVS (+++), D2-40 (+++)
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by a dermatologist with local agents but without results.
The patient is diagnosed with diabetes mellitus type 2,
hypertension and also with rheumatoid arthritis for which
has being treated with immunosuppressors (Methotrexate).
No other similar lesions were seen in other part of the body.
Routine laboratory tests were all normal. After the failure of
treatment with conservative methods, surgical excision of
the lesions was performed. The excision of the lesions was
performed with spinal anesthesia and the material is sent for
histopathological examination. In the Hematoxylin — Eosin
staining the lesion make it easier to see different parts of the
cell under a microscope.

Also, the immunohistopathological examination
are performed and the lesions are: HHV8 (+++), D2-40
(+++), CD34 (+--), Ki67 20 %, MelanA (---), S100 (---).
(Figure 3). In this way the diagnosis of Kaposi Sarcoma is
established. The patient underwent a total body CT and also
a gastric endoscopy. The results of these examination are
normal and no regional lymphadenopathy was observed.
The serological tests for HIV, HbsAg, anit-HCV, TPHA and
VDRL were negative.

After surgery the patient was follow - up for any
recurrence. No local recurrence or systemic lesions was
observed during last year of follow up.

Discussion

Kaposi’s sarcoma is caused by an uncontrolled proliferation
of spindle cells which are thought to originate from
endothelial cells. Regardless of their heterogeneity,
the tumor consists of HHV-8 genetic material with
immunohistochemical markers of endothelial, spindle and
lymphoid cells. [3]

Previous molecular studies suggested that Kaposi’s
Sarcoma originated from a single clonal cell rather than a
multifocal origin. However, a current study with data from
98 patients with primary cutaneous Kaposi’s Sarcoma
analyzing HHV-§ viral DNA in tumors showed that
approximately 80% of tumors originate from multiple cell-
independent tumors.[4]

Kaposi sarcoma may be caused by HHV-8 (KSHV) with
stimulation by autocrine and paracrine growth factors secreted
by the spindle cells themselves as well as the supporting
network of mononuclear and endothelial cells. Coinfection
with HIV may create a more aggressive course, which is
mitigated by effective antiretroviral therapies. Indeed, the
risk of Kaposi sarcoma development is amplified 500-10,000
times in patients coinfected with KSHV and HIV. [5]

In summary, complex immune dysregulation is the
center theme for the pathogenesis of Kaposi sarcoma. This
includes cellular immunity defects, [6, 7] humoral immunity
defects and abnormalities of vascular endothelial growth
factor. Apparent overlapping mechanisms for upregulation
of multiple pathways produce the malignant phenotype.

Kaposi Sarcoma is characterized by few or widespread
multifocal, brown-violescent or dark red patches and
papules, plaques and/or deep nodular skin lesions. Its
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classical form is often seen in older male patients of
Mediterranean or Ashkenazi descent and it is localized in the
mucocutaneous tissues, more commonly affecting the lower
extremities and feet with its nodular lesions and presents
as a clinical entity rarely showing visceral involvement.
[8] In the genital region, cases of penile involvement are
more frequent, while Kaposi’s sarcoma of the scrotal region
in HIV negative patients is very rare and only a few cases
have been reported in the literature. From our search in the
English literature, it appears that the first case of Kaposi’s
sarcoma in the scrotal region was first described by Fyas S
etal in 1976 [9].

Cases with Kaposi’s sarcoma of the scrotal region in
HIV negative patients after our research results: Ozmen H
et.al in 2014 [10], Bayoumi M E et.al in 2018 [11], Yenice M
G et.al in 2018 [12], Al Aboud D et.al. in 2022 [13].

This means that our case is the sixth case of scrotal
Kaposi’s Sarcoma in HIV negative patient reported in
English literature.

Cases of involvement in the organs of the
gastrointestinal tract, according to a Greek study, are
high in Kaposi’s Sarcoma cases, therefore screening with
endoscopic examination is recommended. [ 14].

The diagnosis of Kaposi’s sarcoma is an
immunohistopathological diagnosis, therefore the role of
the pathologist is very important. Kaposi’s sarcoma goes
through several stages: 1. Patch stage, 2. Plaque stage, 3.
Tumor (nodular) stage. [15, 16].

In the examination with immunohistochemistry,
Kaposi’s Sarcoma is positive for: HHVSE, CD34, CD31,
D2-40 and negative for: SMA, Desmin, Cytokeratins, S100,
MelanA, HMB45.

Thedifferential diagnosisshouldinclude: angiosarcoma,
hobnail hemangioma, spindle cell hemangioma, Kaposi
form hemangioendothelioma, which are HHVS8 negative.
[17,18, 19].

Conclusion

Kaposi’s sarcoma of the scrotum in a negative patient is
a rare pathology. However, in cases of scrotal lesions that
last over time, a differential diagnosis should be made and
Kaposi’s sarcoma should be taken into consideration. Also,
a screening for other accompanying lesions, especially a
detailed examination of the gastrointestinal tract is important
in cases of Kaposi’s sarcoma of the scrotum.
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