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Classification of Kaposi Sarcoma Subtype in a Patient from Cape Verde
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An immunocompetent 72-year-old male from Cape Verde
presented with a four-year history of progressively spreading
violaceous plaques and papules localized to the hands, feet,
and lower extremities. His past medical history is signifi-
cant for coronary artery disease (CAD), essential hyperten-
sion, type 2 diabetes mellitus, moderate non-proliferative
diabetic retinopathy, dyslipidemia, and status post-coronary
artery bypass grafting (CABG) x4. His current medications
include aspirin, atorvastatin, glipizide, sitagliptin, losartan,
metformin, metoprolol, valacyclovir, and triamcinolone
0.1% ointment. The lesions were initially asymptomatic,
with no systemic symptoms such as fever, weight loss, or
lymphadenopathy. Over time, the affected areas became
painful and swollen.

On examination, the left medial palm exhibited annular
violaceous to purple, non-blanching plaques, while the left
fourth digit displayed annular purple to dark brown plaques
and papules. The bilateral dorsal feet had well-circum-
scribed violaceous plaques, with the left side more severely
affected. The right plantar surface showed some violaceous
plaques and patches. Additional findings included two iso-
lated plaques on the left medial leg and right inner arm.
No oral lesions were present. A biopsy of a left plantar foot
lesion was diagnostic for Kaposi sarcoma (KS). HIV testing
was negative. Initial CT showed no metastatic disease, and
follow-up CT remained negative. Histologically, KS lesions
demonstrate spindle-shaped endothelial cells forming irreg-
ular, slit-like vascular spaces filled with extravasated red
blood cells.! Hemosiderin deposits, lymphocytic infiltrates,
and hyaline globules are frequently observed. Early macular
lesions exhibit mild vascular proliferation, whereas nodular
lesions display dense spindle cell proliferation and extensive
vascular growth. Immunohistochemical staining for HHV-8
latency-associated nuclear antigen-1 (LANA-1) and vascular
markers (CD34, CD31 or ERG) are diagnostic for KS.

Given the absence of human immunodeficiency virus
(HIV/AIDS) or medication-induced immunosuppression,
the diagnosis was classified as classic Kaposi’s sarcoma.
Treatment options, including observation, surgical excision,
intralesional chemotherapy, and radiation therapy, were dis-
cussed. The patient elected to proceed with radiation as the
primary treatment. He was prescribed and completed five
radiation treatments to the left foot and eight to the left fin-
gers. He remains without systemic progression and follows
medical oncology.
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Figure 1. Kaposi sarcoma affecting ~ Figure 2. Purple to dark brown
macules, patches, and plaques,

showing Kaposi sarcoma, observed

the left lower extremity, primarily
the dorsal aspect of the left foot,
(October 2024).

on the dorsal aspect of the right
foot (October 2024).

KS is an angioproliferative neoplasm caused by infection
human herpesvirus 8 (HHV-8).! KS is classified into four
clinical subtypes: classic KS (CKS), African endemic KS,
immunosuppression-related KS, and AIDS-related KS. Clas-
sic Kaposi Sarcoma (CKS) affects older men of Mediterra-
nean, Eastern European, or Middle Eastern descent, typically
during their sixth to seventh decades of life.> Although our
patient does not have the expected demographic for the clas-
sic subtype, his physical exam findings and lack of immu-
nosuppression support CKS. CKS presents as violaceous
macules, patches, or nodules localized to the lower extremi-
ties, particularly the feet and ankles [Figure 1].> KS manifests
as cutaneous lesions with a wide range of presentations,
beginning as scattered pink to purple or dark brown mac-
ules and papules [Figure 2] and, over time, progressing into
larger plaques and nodules, which may ulcerate, become
multicentric, and cause significant discomfort [Figure 3].°
While CKS progresses slowly, advanced cases may involve
visceral organs. African Endemic KS is prevalent in sub-
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Figure 3. Multicentric ulcerated nodules and violaceous patches on the
medial longitudinal arch of the left foot (December 2023).

Figure 4. Kaposi sarcoma lesions at various stages of development on
the left foot (February 2024).

Saharan Africa, where KSHYV infection rates are high.* It dis-
proportionately affects younger individuals and includes a
particularly aggressive variant called lymphadenopathic KS,
primarily seen in children.* Since the patient was born in
Cape Verde and goes back once every few years, the African
Endemic subtype cannot be entirely ruled out.

Immunosuppression-related KS occurs in organ transplant
recipients and individuals receiving long-term immunosup-
pressive therapy.® Lesions are often cutaneous but can spread
to visceral organs. Adjusting or reducing immunosuppres-
sive therapy can lead to disease regression. AIDS-related
KS occurs in individuals with HIV infection.® Clinically,
it presents as multifocal cutaneous lesions and frequently
involves visceral sites. Before combined antiretroviral ther-
apy (cART), AIDS-related KS was associated with significant
morbidity and mortality.

KS lesions often progress in a chronic, multifocal pattern,
with patches, macules, plaques, and nodules commonly
appearing at different stages simultaneously [Figure 4]. Some
local therapies include surgical excision, external beam radi-
ation, and laser therapy.* Systemic therapies are reserved for
widespread or symptomatic disease. Radiotherapy is partic-
ularly effective for localized lesions. A retrospective study
analyzing 711 classic KS lesions and 771 HIV-related KS
lesions demonstrated traditional X-ray radiotherapy as a safe
and effective treatment modality for symptom relief and
lesion control [Figure 5A,B].°

KS is a multifaceted disease with diverse clinical presenta-
tions and histopathological features. Subtype identification,
early diagnosis, and tailored treatment strategies are essen-
tial for improving prognosis and enhancing quality of life.
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Figure 5A,B. Comparison of the left hand before (A) and after (B) radio-
therapy treatment for Kaposi sarcoma (April 2024).
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