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Summary
Classic Kaposi sarcoma is rare disease. First time it was described by Moriz Kaposi in 1872 as an idiopathic, multipigmented
sarcoma of the skin. Typically, classic Kaposi sarcoma is observed in men from Sub-Saharan Africa, Eastern Europe or Middle
Eastern descent. It is rare observed in North America and Northern Europe. Surgical biopsy is important in diagnosis of this
neoplasm. Every patient with Kaposi sarcoma must have HIV test done. Treatment of Kaposi’s sarcoma evaluated from classic
form for single lesion to experimental therapies. For patients with single lesion surgical biopsy is adequate treatment. Patients
with a few lesions located nearby can be treated by single doses of radiation (from 8 to 12 Gy). Patients with widespread mucocutaneous disease, lymphedema or visceral disease are treated with systemic cytotoxic therapy. In this article the authors presented a case of a man who was admitted to the hospital because of classic cutaneous Kaposi sarcoma. The patient underwent
surgery of the biggest skin tumor located in the left inguinal area which disturbed function normally every day.
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INTRODUCTION
Kaposi sarcoma it is relatively rare disease in the
world. This disease was first time described in 1872 as
an idiopathic, multipigmented sarcoma of the skin (1).
Typically, classic Kaposi sarcoma is observed in men
from Sub-Saharan Africa, Eastern Europe or Middle
Eastern descent (2, 3). It is rare that patient suffer from
multifocal lesions in one leg. The authors of this article
presented such HIV-negative patient.
CASE REPORT
A 60-year-old man, Caucasian race, was admitted
to the Department of Surgical Oncology because of diagnosed cutaneous Kaposi sarcoma of the left leg and
skin tumor in left inguinal area. In an interview with the
patient, he informed us that tumor on the left leg was
present for 3 months and gradually expanded. The
patient reported no pain in this area. Surgical biopsy
showed Kaposi sarcoma.
He had no any other symptoms, there was no history of weight loss and loss of appetite. The patient was
not treated for chronically diseases. He had no surgeries before and there was no history of carcinoma in patient family. Blood test and other routine hematological
examinations and biochemical tests were within normal
limits. He was not HIV positive patient.
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On physical examination, whole the left leg was with
tumors (fig. 1 and 2). There were not enlarged inguinal
lymph nodes. Also ultrasound examination of the inguinal lymph nodes did not show pathologically enlarged
lymph nodes.
The patient was qualified for surgery. There was cut
off tumor of the left inguinal area. The duration of surgery was 15 minutes. Pathological examination showed
Kaposi sarcoma. Patient after surgery felt good and did
not complain of pain. The postoperative period was uncomplicated and the patient left the ward in the first day
after operation. The patient is in the care of outpatient
surgical oncology and was qualified for chemotherapy.
DISCUSSION
Kaposi sarcoma was first time described by Moriz
Kaposi, a Hungarian dermatologist, in 1872 as an idiopathic, multipigmented sarcoma of the skin (1). Typically, classic Kaposi sarcoma is observed in men from
Sub-Saharan Africa, Eastern Europe or Middle Eastern
descent (2, 3). It is rare observed in North America and
Northern Europe (2, 3). This disease is observed more
often in group of homosexual men and HIV-infected patients (4). It is observed that HIV-infected patients suffer
from Kaposi sarcomas than patients with other acquired
immunosuppression (5). There is also hypothesis about
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when the tumor is located in one area or a few specific
places which can be removed. Patients with a few lesions located nearby can be treated by single doses of
radiation (from 8 to 12 Gy) (8, 9). Patients with widespread mucocutaneous disease, lymphedema or visceral disease are treated with systemic cytotoxic therapy (10, 11). The most common drugs are liposomal
anthracyclines, paclitaxel, vinca alkaloids, and bleomycin (10, 11). Biologic agents as interferon alfa are now
used as a first-line therapy for some patients with epidemic cutaneous Kaposi sarcoma (12). Subcutaneous,
intravenous or intralesional interferon alfa all resulted in
remissions is 20 to 60% (12, 13). Nowadays inhibitors of
angiogenesis such as an inhibitor of vascular endothelial growth factor and thalidomide, and retinoids, such
as all-trans-retinoic acid (tretinoin) and oral 9-cis-retinoic
acid (LGD 1057), have been used in treatment against
Kaposi’s sarcoma (14, 15).
Patients suffer from Kaposi sarcoma should be treated in high-specialized oncological centers where different therapies can be used.
Fig. 1. Cutaneous Kaposi sarcoma of the left feet.

Fig. 2. Cutaneous Kaposi sarcoma of the left leg.

Kaposi’s sarcoma herpesvirus associated sexual transmission (5, 6).
Surgical biopsy is important in diagnosis of this neoplasm. Every patient with Kaposi sarcoma must have
HIV test done. Treatment of Kaposi’s sarcoma evaluated from classic form for single lesion to experimental
therapies. For patients with single lesion surgical biopsy
is adequate treatment (7). Surgery plays important role
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