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Abstract

Kaposi sarcoma (KS) is a locally aggressive endothelial tumor, commonly diagnosed among individuals with
acquired immunodeficiency syndrome (AIDS). The most typical site of involvement by KS is the skin, but in some
cases, it can also affect other tissues and organs. Most patients with gastrointestinal involvement of Kaposi's
sarcoma remain asymptomatic and they are often diagnosed on endoscopy or autopsy. However, there are cases of
KS mimicking ulcerative colitis (UC), whereby clinical manifestations can confuse physicians. We report a 31 y old
homosexual man who presented with rectal pain and bleeding. Patient was diagnosed eight years ago with HIV/
AIDS, and despite highly active retroviral therapy, he developed extensive skin lesions. Because of expressive rectal
pain and bleeding, he underwent rectoscopy, which revealed ulcerous and hemorrhagic lesions. The rectoscopic
and clinical presentation mimicked acute flare of UC, which was patient initial diagnosis. Tissue samples were
collected for microscopical examination. After histological, histochemical and immunhistochemical examination of
the sampled tissue, KS diagnosis was confirmed. The clinical manifestations of Kaposi sarcoma can be confused
with acute exacerbation of ulcerative colitis often delaying the diagnosis. Therefore, early endoscopic evaluation with
adequate biopsies could help in timely diagnosis and management of gastrointestinal KS (GI-KS) in patients with
HIV/AIDS, even if they do not have skin lesions.

Keywords: Kaposi sarcoma; AIDS; HIV; Ulcerative colitis;
Gastrointestinal KS

Introduction
Kaposi sarcoma (KS) is a locally aggressive endothelial tumor that

typically presents with cutaneous lesions in the form of multiple
patches, plaques or nodules, but may also involve mucosal sites, lymph
nodes and visceral organs [1]. The main cause of KS is Human
Herpesvirus-8 (HHV-8), a large double-stranded DNA virus [2].

The most typical site of involvement by KS is the skin. Recognizing
HIV-related skin changes may lead to the diagnosis of HIV infection in
the early stages, allowing initiation of appropriate antiretroviral
therapy. Many associated skin diseases are more severe in this group.
The most common cutaneous infections caused by Staphylococcus
aureus especially MRSA that is one of the most important health
concerns is antimicrobial resistance [3-6].

The cutaneous lesions can be solitary, localized or disseminated. The
involvement of a wide variety of tissues and organs has been also
described, although KS is very rarely seen in skeletal muscles, brain
and kidney [7].

Visceral involvement in acquired immune deficiency syndrome
(AIDS) related Kaposi sarcoma is common, but it is rarely seen in the
absence of cutaneous disease.

Most patients with gastrointestinal involvement of Kaposi's sarcoma
remain asymptomatic and are often diagnosed on endoscopy or

autopsy. However, there are cases of KS mimicking ulcerative colitis
(UC), whereby clinical manifestations can confuse physicians [8,9].
Therefore, it could pose a serious diagnostic challenge.

We report a case of a KS in homosexual man with AIDS that was
originally presented and diagnosed as UC.

Case Presentation
We report a 31-year-old homosexual man who presented with rectal

pain and bleeding and was found to have Kaposi sarcoma in both skin
and rectum. Patient was diagnosed eight years ago with HIV/AIDS,
and was receiving highly active retroviral therapy (HAART). Despite
treatment with HAART, he developed diffuse cutaneous, confluent and
nodular red changes in the back, which were 1 cm in diameter,
accompanied with pain and itching. During the last four months, he
experienced rectal pain and bleeding.  Patient also lost 15 kg of weight
in the last six months, which he linked to vegan diet. During
rectoscopy, confluent ulcerous, necrotic and hemorrhagic mucosal
surface of 9 cm in size, along the entire rectum was found. Initial
diagnosis was UC and tissue samples were collected for pathological
examination. By using histological (HE), histochemical (AB-PAS) and
immunohistochemical stains (CD34 and vimentin antibodies) we have
found the following characteristics: marked spindle cell and vascular
proliferation with extravasation of erythrocytes (Figures 1 A and 1B).
Endothelial cells lining the spaces are flattened, or more oval, with little
atypia (Figure 2A). Granulocyte leukocytes in necrobiosis, sparse
lymphocytes and plasma cells admixed with deposits of hemosiderin
surrounding the vascular structures (Figure 2B). Immunohistohemical

Katic et al., J Infect Dis Ther 2017, 5:5 
DOI: 10.4172/2332-0877.1000340

Case Report OMICS International

J Infect Dis Ther, an open access journal
ISSN:2332-0877

Volume 5 • Issue 5 • 1000340

Jo
ur

na
l o

f I
nf

ect
ious Diseases &

T herapy

ISSN: 2332-0877

Journal of Infectious Diseases and
Therapy



verification of endothelial and mesenchymal cells confirmed the
Kaposi angiosarcoma diagnosis (Figures 3A and 3B). Endothelial cells
show solid proliferation in early phase of neoangiogenesis (Figure 3B).

Figure 1: Vascular neoangiogenesis in the rectal propria. Marked
spindle cell and vascular proliferation with extravasation of
erythrocytes (A, HE x 200), higher magnification (B, HE x 400).

Figure 2: Endothelial cells and mononuclear infiltrate in the rectal
propria. CD34 positive endothelial cells lining the spaces are
flattened or more oval, with little atypia (A, HE x 200), with sparse
lymphocytes and plasma cells infiltrate, with hemosiderin deposits
that are surrounding the vascular structures (B, HE x 400).

Figure 3: Immunohistochemical results of endothelial and
mesenchymal cells. Vimentin positive mesenchymal cells (A, HE x
200), with and negative early phase of vascular channels (asterix)
(B, HE x 400).

Discussion
Kaposi sarcoma (KS) is a systemic disease that can present itself

with cutaneous lesions with or without internal involvement [10]. KS
can have four epidemiological variants: classic, African or endemic,
iatrogenic or related to immunosuppressive treatment, and epidemic
or AIDS-related [11]. HHV-8 is the main etiological agent of the four
clinical-epidemiological forms of KS. The highest HHV-8 prevalence is
recorded in groups with a high incidence of KS, such as sub-Saharan

Africans, individuals in Mediterranean countries, and individuals who
are infected with HIV. HHV-8 is mainly transmitted through sexual
contact, although parenteral (blood-borne, organ transplantation) and
horizontal transmission have also been reported mainly in areas where
KS is endemic [12]. Through unclear mechanisms, co-infection with
HIV and HHV-8 dramatically increases the incidence and progression
of KS [13]. The evolution of diseases depends on its clinical extent and
may range from very indolent forms to a rapidly progressive disease. It
is also modified by treatment that includes surgery, radio- and
chemotherapy. Early lesions may be subtle, showing only increased
number of vascular channels accompanied by plasma cell infiltration
[14]. Cases with widespread visceral involvement are commonly poorly
responsive to treatment.  

UC is a chronic inflammatory bowel disease that affects large bowel,
causing inflammation and ulcers. Several case reports have been
published highlighting the association of KS and UC [15-17]. Like in
our case, the patients were presented with bloody or watery diarrhea,
abdominal pain and weight loss.

The majority of cases of gastrointestinal KS (GI-KS) is
asymptomatic, and for this reason, remains undiagnosed. Although
GI-KS disease can be identified easily on endoscopy, in some situations
it may resemble common benign lesions as well as malignant
neoplasms (gastrointestinal stromal tumor, spindle cell melanoma,
angiosarcoma) [18]. Therefore, biopsy specimens should be obtained
to allow confirmatory testing with histopathology and
immunohistochemistry testing [19]. In our case, the patient was
previously diagnosed with HIV/AIDS, and despite the HAART he
developed the skin lesions which were most notable on his back.
Because of expressive rectal pain and bleeding, he underwent
rectoscopy, which revealed ulcerous and hemorrhagic lesions. The
rectoscopic and clinical presentation mimicked acute flare of UC,
which was patient initial diagnosis. After histological, histochemical
and immunhistochemical examination of the sampled tissue, KS
diagnosis was confirmed.

Conclusion
The clinical manifestations of Kaposi sarcoma can be confused with

acute exacerbation of ulcerative colitis often delaying the diagnosis.
Therefore, early endoscopic evaluation with adequate biopsies could
help in timely diagnosis and management of GI-KS.
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