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decided given comorbidity and functional status of the patient. Reevaluated one month later, in which no topical or systemic treatment
was administered, a greater involvement was found in the right lower
limb with progression to the contra lateral lower limb, without other
symptoms or injuries or notable impact on overall health. (Figure 1b).
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In the elderly population the classic KS is the one which typically
appears; more frequently in men and Mediterranean population
of Eastern Europe or their descendants [2]. In Sardinia and Sicily
it is found the highest incidence rate, while in Spain the rate is
intermediate compared to other countries, with an estimate of four
cases per million inhabitants [3]. These geographical differences
correspond to differences in the prevalence of HHV-8 infection [4].
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Case Presentation
Kaposi’s Sarcoma (KS) is a systemic disease of predominantly
cutaneous involvement, due to the proliferation of endothelial cells
stimulated by various cytokines, which occurs as a result of infection
by human herpes virus 8 (HHV8) together with other immune and
environmental factors. First described in 1872, the reported cases
are scarce until the emergence of the HIV [1] pandemic, when its
incidence increased exponentially. There are currently four clinical
forms of KS recognized: Classical KS (typical appearance over 60
years of age), endemic KS, KS and KS iatrogenic associated with HIV.
We present the case of a 75-year-old woman who was admitted
to the acute geriatric unit proceeding from the nursing home where
she had lived for the last three years for a biopsy of skin lesions of
indeterminate evolution in time and respiratory infection associated
with bronchospasm. Personal history consists of hypertension,
dyslipidaemia, morbid obesity, and ischemic heart disease of AMI
type nine years ago, chronic lung disease, long-standing depressive
disorder, degenerative Alzheimer’s dementia in a stage (Global
Deterioration Scale 5) and stenosis of the lumbar canal. The baseline
situation is severe dependence of ABVDs (Barthel Index 10/100) and
mild cognitive impairment (GDS 5). She follows usual treatment
with digoxin, omeprazole, dicoumarin, furosemide, acetaminophen,
trazodone, bupropion, and inhaled bronchodilators.
At admittance, some signs stand out at physical examination:
prolonged expiration with tachypnea and wheezing in both lung
fields. Right lower limb presents lilaceouspapular lesions (Figure
1a). Both analytical, with blood count, basic biochemistry with ions,
liver enzymes, vitamin B12, TSH and C-reactive protein, such as
chest X-ray showed no significant alterations and HIV serology was
negative.
During admission, systemic antibiotic therapy and
bronchodilator therapy with intravenous methyl prednisolone was
prescribed, in descending pattern, with resolution of respiratory
symptoms. The biopsy of skin lesions showed proliferation of spindle
cells arranged in intersecting beams and forming vascular slits,
occupied by red blood cells; Immunohistochemistry was positive
for CD31, CD34, factor VIII, D2-40 and HHV-8. At discharge she
returned to her habitual nursing home. After discussion of the case
with the oncology department, expectant treatment was initially
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KS etiology is complex; being the main causes HHV8 infection
(necessary but not sufficient) and some degree of immunosuppression
in the patient [5]. In a study in Italy, it was found a strong
and independent association with diabetes and the use of oral
corticosteroids [6]. Tobacco has also been pointed as a protective
factor against disease [7].
Clinically, classic KS is characterized by the appearance of
macules, papules, nodules and purple plaques, red-blueish, typically

Figure 1a: Macules and papules isolated and grouped purplish red hue in
the right leg.

Figure 1b: Progression of injuries of the previous image with the presence of
hematic extravasation and involvement of both lower limbs.
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in the lower limbs, of varying size and number and that can ulcerate
and bleed. Visceral involvement in classic KS is estimated in less
than 10%, below that found in KS associated with HIV, although
some series indicates, however, that the involvement occurs more
frequently, although it has important clinical and prognostic impact
[8-9].
The course of classic KS is usually benign, being rarely a cause
of death. There is no consensus on what the optimal treatment is;
there are local therapies (mainly radiotherapy, with good results,
and alternatives such as cryotherapy and surgery) and systemic
(chemotherapy along with experimental therapies) with mixed
results, and whose indication has been extrapolated from KS
treatment of HIV.
Therefore, given the characteristics of the elderly, the
fact that treatments are not without side effects (eg, alopecia,
gastrointestinal symptoms and myelosuppression, in the case of
some chemotherapeutic agents) and usually indolent course of the
disease, it is frequent to consider the possibility of the monitoring of
therapeutic abstention injuries [10], such as this patient, who remains
clinically and functionally stable, with progression of skin lesions but
no evidence of involvement at other levels. In any case the therapeutic
decision will be individualized and will be determined by comorbidity
and functional status.
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