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ABSTRACT
AIDS-related Kaposi’s (KS) Sarcoma is an entity commonly described in HIV positive homosexual males. The infection 
with HHV-8 virus together with the HIV virus infection of T cells has been strongly correlated to the onset of KS in 
individuals that have been infected with the HIV virus through sexual means. KS can present at any time during an HIV 
infection, but mostly occurs when the CD4 count is < 200 cells/mm3. We are presenting a 48-year-old other wise healthy 
patient who presented with bluish plaques, one on the tip of is nose and the other located on his right forearm, for six 
months. On strong clinical suspicion, he was investigated for HIV infection and was found to be HIV positive.
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PATIENT HISTORY
A 48-year-old Arab male with no siginificant 
previous medical or surgical history of disease, 
presented to the dermatology department at the 
Al Adan Hospital with new blue colored skin le-
sions that had been developing for six months 
prior to his presentation. The patient also report-
ed sudden weight loss of about 15 kg in the last 
2-3 months. He additionally described changes 
in bowel movements in the form of diarrhea and 
a general feeling of lethargy and fatigue. The pa-
tient has no history of smoking or alcohol con-
sumption and was not on any medication and has 
no history of drug allergies. There was no family 
history of skin diseases. 

CLINICAL APPEARANCE
The patient was Fitzpatrick skin type IV. There 
was a painless 1.5×2.0 cm purple nodule on the 

his right arm (Fig. 1), and similar scaly relative-
ly flat plaque on the tip of the nose (Fig. 2). A 
punch biopsy was obtained from the lesion on 
his right arm. Sections of the biopsy showed 
intradermal, interconnecting, CD34+ve endo-
thelial proliferation with dissecting dermal col-
lagen. Few inflammatory cells, hemosiderin de-
posits and eosinophilic hyaline globules were 

Fig. 1 A purple nodule on the patient’s right arm.
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Fig. 2 A similar lesion on the patient’s nose.

identified. There were also disorganized clefts 
and neovascularization encompassing scattered 
erythrocytes. Spindle cells demonstrated mild 
atypia with occasional mitosis. Immunohisto-
chemistry was positive for HHV-8. Thus, after 
clinicopathological correlation the diagnosis of 
Kaposi's sarcoma was made.
Numerous attempts to contact the patient failed. 
However, two weeks later the patient was ad-
mitted in our hospital with persistent cough and 
shortness of breath, and the diagnosis of com-
munity-acquired pneumonia was established. 
Dermatological assessment of the patient further 
revealed the presence of an additional skin lesion 
located on his left thigh. An HIV test was carried 
out on the patient which came out positive. The 
patient was subsequently transferred to the De-
partment of Infectious Diseases at the Al Sabah 
hospital.

DISCUSSION
Kaposi’s sarcoma can be described as a multi-
focal and antiproliferative neoplasm that usually 
presents on external dermal surfaces such as the 
skin or might present in visceral organs as well. 
Histopathological characteristics of KS involve 
the increased presence of spindle cells demon-
strating vascular slits with invasion of endothe-
lial cells.1 The presence of extravasated eryth-
rocytes and hemosiderin-filled macrophages are 
also observed in these lesions.
KS can be stratified into four different epide-

miological forms: the classic form, the endemic 
form, immune-suppressive associated (iatrogen-
ic) KS and AIDS-related KS. The classic form of 
KS typically affects men more commonly than 
women (15:1 ratio) with the prognosis of the pa-
tient after diagnosis being about 10 years. The 
classic form of KS is most prevalent in the Medi-
terranean more than in the United States and the 
rest of Europe. This form was first reported by 
Moritz Kaposi in 1872, which was principally 
observed in elderly men of Mediterranean or 
eastern European ethnicity. He first described 
the characteristics of the lesions as being blue-
red in color with the presence of nodules the size 
of peas. The manifestation of the lesions were 
without any known cause. Also, the lesions were 
described by Kaposi as being sometimes large 
protrusions or small clusters of flattened lesions. 
Disease progress was described as nodule atro-
phy with or without involvement of the lymph 
nodes.2 Before the AIDS epidemic in the 1980s, 
there was a three-fold higher prevalence of KS 
in the Italian and Mediterranean population (20-
30%) in comparison to the United States and 
Europe (<10% of the population).3 The endemic 
form of KS is typically prevalent in central Africa 
affecting men, women and children and account-
ing for more than 48.6% of male cancers and 
17.9% of female cancers.4 The iatrogenic form 
of KS accounts for more than 200-fold increased 
incidence of KS in immune compromised indi-
viduals and organ transplant recipients. Overall, 
it is estimated that more than 44, 247 new cases 
of KS have been diagnosed with a reported 26, 
974 deaths worldwide. An estimated 40,874 new 
cases are diagnosed in under developed countries 
compared to only about 3,373 cases in developed 
countries.5
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AIDS-related Kaposi’s sarcoma
The HIV virus is one of the major causative fac-
tors of KS in combination with the HHV-8 virus 
in HIV-infected patients. The infection of individ-
uals with the HHV-8 virus together with the HIV 
virus infection of T cells has been strongly corre-
lated to the onset of KS in homosexual individuals 
and other individuals that have been infected with 
the HIV virus through sexual means.6 The pro-
gression of AIDS-related KS is dependent on the 
extent of tumor formation, the level of immuno-
suppression and the presence of other opportunis-
tic infections such as tuberculosis and community 
acquired pneumonia. KS can present at any time 
during an HIV infection, but commonly occurs 
when the CD4 count is < 200 cells/mm3.7

Biopsies of samples from patients with KS dem-
onstrated the presence of the Kaposi-sarcoma-
associated herpesvirus (KSHV) (HHV-8) which 
was observed not only in AIDS-associated KS pa-
tients but in HIV-negative KS as well. The pres-
ence of this virus is correlated to the presence of 
body cavity lymphomas which is associated with 
AIDS. This virus is also linked to the secretion of 
a number of cytokines and growth factors such as 
IL-1ß, IL-6, TNF-α and basic Fibroblast Growth 
Factor (bFGF) which are factors that cause the 
increased proliferation of spindle and endothelial 
cells which promote the onset and pathogenesis of 
the disease.8 
Our patient had previously denied any recre-
ational/IV use of drugs, had no previous surgeries 
and no history of receiving any blood products. 
As such, the most likely route of infection with 
the HIV virus was sexual intercourse with an HIV 
infected individual. No further discussion on the 
perceived mode of transmission of the virus was 
done with the patient due to social and religious 

barriers.

Review of Kaposi’s sarcoma in the Middle 
East and the gulf region
KS is a rare occurrence in the Middle East and 
gulf region. Classic KS has been reported in 
about 2 cases in Oman while it has significant-
ly been under-reported in the Middle East and 
gulf region. Additionally, a study conducted by 
Alzahrani et al.9 demonstrated an increased se-
roprevalence of the human herpes virus-8 (HHV-
8) in renal transplant recipients (18%) in Saudi 
Arabia which was correlated to an increased in-
cidence of iatrogenic KS much higher in these 
patients than in the normal populations.9 Addi-
tionally, a study conducted by the AIDS-defining 
Cancer Project Work Group on the prevalence 
of AIDS-associated KS across five continents 
demonstrated that the Middle East/Asia had the 
lowest HIV-associated KS prevalence in the 
world with an estimated KS incidence rates per 
100,000 person of between 52 to 500 in this re-
gion.10 The risk factor most commonly associ-
ated with AIDS-associated KS was the practice 
of unsafe sex with commercial sex workers, the 
refusal of treatment with ARTs and a CD4 count 
of <200 cells/mm3.

HIV/AIDS in the Middle East and the gulf re-
gion
The prevalence of HIV/AIDS in the Middle East 
and the gulf region is low and as of 2020, close 
to 240,000 individuals are said to be living with 
the virus with the prevalence in individuals be-
tween 15-49 years of age being < 0.1% of the 
population. About 20,000 new infections have 
been diagnosed and about 8,400 people have 
died due to AIDS-related illness. HIV/AIDS was 
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mostly prevalent in sex workers, individuals that 
inject opiates and other illegal substances and 
homosexual individuals. In the Middle East re-
gion, just 47% of individuals are aware of their 
HIV/AIDs status and 32% of adults and 35% of 
children are currently being treated with ART in 
this region. In the Arab world, women are most 
at risk of HIV infections and this is most likely 
associated to their socially disadvantaged posi-
tions from within the society.11 The lack of inde-
pendent sources of income and low literacy rates 
prevents women from gaining proper access to 
health education, information about HIV/AIDS, 
how to practice safe sex and how to prevent un-
wanted sexual advances from men given the fact 
that most HIV/AIDS infections are transmitted 
sexually through rape. Arab women represent 
about half the total number of individuals that 
harbor HIV/AIDS and more than 80% of women 
contracted the virus through unsafe sexual prac-
tices from their husbands.12

Stigma associated with HIV/AIDS in the Mid-
dle East and the gulf region
Same sex relationships are considered to be il-
legal in all gulf states and Middle East countries 
and individuals caught in same-sex relationships 
might be subject to the death penalty in these re-
gions. Additionally, individuals that are known 
to practice homosexual or heterosexual relation-
ships outside of marriage are prone to be pros-
ecuted under specific laws in the Middle East.13 
Lack of awareness and an absence of sexual ed-
ucation is responsible for the key rise in HIV/
AIDs in these regions. Methods of prevention of 
sexually transmissible diseases such as the use of 
condoms as a mean of practicing safe sexual in-
tercourse is generally not deemed acceptable in 

the Middle East and the gulf region.14 Individuals 
who are HIV positive face discrimination in the 
Middle East and the gulf region given the fact 
that once the HIV/AIDS status of an individual is 
known by the wider population, most individuals 
face discrimination in terms of getting adequately 
paid work, treatment in hospital and other com-
munity wide services. This is due to the fact that 
there is a common belief that individuals with 
HIV/AIDs are regarded as being unclean.15 Indi-
viduals living with HIV/AIDS were most likely 
to be dismissed from their areas of employment 
than individuals with an undisclosed HIV/AIDS 
status. Countries like Egypt have enacted laws 
ruling it illegal to dismiss an individual based on 
his HIV/AIDS status. Despite landmark ruling 
in changes in laws protecting the rights of HIV/
AIDS individuals, discrimination is still a wide-
spread occurrence in individuals that have been 
diagnosed with HIV/AIDS in these regions.16

Despite the fact that several attempts have been 
carried out to increase the awareness of HIV/
AIDS in the population of these regions, most of 
these attempts do not address the need for bet-
ter access to information on HIV/AIDS and how 
to practice safe sex. Studies conducted in Saudi 
Arabia, Yemen and Kuwait have largely focused 
on the knowledge and impact of HIV/AIDS on 
stigma and non has focused on delivering ade-
quate reproductive health and sexual education 
to at most risks groups such as young adults and 
women in general.17

CONCLUSION
The Middle East has the lowest HIV/AIDS prev-
alence in the world. Nevertheless, the low num-
ber of cases compared to other countries does not 
mean that the region is addressing the problem. 

Purplish plaques in a patient having sudden significant weight loss and 
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There is now a notable increase in the cases of 
HIV/AIDS in the Middle East and this is said to 
be largely due to the lack of awareness of HIV, 
and absence of effective sexual education. Aside 
from the lack of information, the region has on-
going stigma with communities who are infected 
by the virus. Tackling these issues will lead to a 
decrease in the prevalence of HIV/AIDS and an 
improvement in the prognosis of infected indi-
viduals.
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