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Solitary incidental primary Kaposi’s sarcoma of the glans 
penis in a patient with no risk factors

Abdulaziz Baazeem
Department of Surgery, Faculty of Medicine, Umm Al-Qura University, Makkah, Saudi Arabia

Case Report

INTRODUCTION

In 2003, Morelli et al. reported the first case of  solitary penile 
Kaposi’s sarcoma (KS) in an human immunodeficiency 
virus (HIV)‑seronegative patient.[1] Penile KS otherwise 
usually occurs in HIV‑positive men. We present a case of  
this rare condition, which might provide some insight into 
at least one form of  natural progression of  the disease.

CASE REPORT

A 59‑year‑old heterosexual male from Yemen presented to 
the urology clinic for prostate cancer screening. His past 
medical history was positive for hypertension, dyslipidemia, 
and remote schistosomiasis, which was treated. He did 
not smoke nor consume alcohol or illicit drugs. He had 
no family history of  prostate cancer. His prostate was 
normal on digital rectal examination. However, on genital 
examination, a firm, nontender, spherical nodule was noted 

in the glans penis. The overlying skin was intact and normal 
in color and appearance. No palpable lymph nodes were 
detected.

Upon further questioning, the patient stated that the nodule 
had been there for “years.” He first noted it after a night 
spent outdoors in Yemen. He was wearing a traditional 
Yemeni “Futah” (a sarong‑like garment that is worn 
without underwear beneath it). He thought that an insect 
bit him while he was asleep. The nodule persisted since he 
first noticed it, but was not bothersome. He never thought 
to seek medical attention for it.

Preoperative serological testing, including for HIV, was 
negative. An excisional biopsy was carried out as a day 
procedure, with negative margins on frozen section. 
Pathological assessment revealed “plump spindle cells, 
arranged in slit‑like spaces containing red blood cells.” 

Kaposi’s sarcoma (KS) is an endothelial neoplasm, originally reported by Moritz Kaposi in 1872. It most 
commonly involves the lower extremities. Its clinical presentation and course can be quite variable. We 
present a rare case of solitary incidental primary KS of the glans penis in a circumcised, immunocompetent 
male who is human immunodeficiency virus seronegative. The lesion was discovered incidentally when the 
otherwise asymptomatic male presented to our outpatient department for an unrelated issue and was given 
a physical examination. To our knowledge, this is the first incidentally discovered case of primary penile KS.
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The tumor cells showed small nucleoli and scattered 
mitotic figures. The tumor stained positive for human 
herpes virus‑8 (HHV‑8) and CD31 and negative for 
desmin. Immunostaining for ki‑67 revealed positive 
nuclear staining in 10% of  tumor cells. The final 
histopathological report was consistent with a diagnosis 
of  KS [Figures 1‑3]. The patient’s postoperative recovery 
was unremarkable. Follow‑up at up to 18 months revealed 
no disease recurrence. He maintained adequate erectile 
function.

DISCUSSION

Conventionally, KS has been classified into four clinical 
categories: classic, epidemic (HIV associated), endemic 
(occurring in young African men), and iatrogenic (related to 
immunosuppressive therapy use).[2] Classic KS is described 
as an indolent illness that is rarely fatal. It has traditionally 
been described in individuals of  Mediterranean and 
Ashkenazi Jewish descents. More recently, all of  these 
forms of  the disease are believed to be related to HHV‑8 
infection.[3] Indeed, HHV‑8 viremia levels might reflect 
tumor burden and progression, even in forms that are not 
associated with immunocompromisation (i.e., endemic and 
classic forms).[4]

Primary KS of  the penis is a rare presentation, especially 
in circumcised men. It usually involves the glans, as in the 
present case.[1,5] KS presenting as usually discolored (blue, 
violet purple, violet, red, or brown) nodules has been 
previously described.[5] Other lesion forms such as papules, 
macules, plaques, pedunculated lesions, and exophytic, 
ulcerating lesions have been described.[1,6‑8]

Most cases of  KS of  the penis are seen in HIV‑positive 
men. Solitary, primary KS of  the penis has only rarely 
been reported in HIV‑seronegative patients.[1,5‑8] And 
usually, it is the patients who seek medical attention for 
what they deem worrisome lesions which persist for weeks 
to months. In the present case of  what would qualify as 
classic KS, the patient was aware of  the nodule for an 
extended period of  time, which underlines the potentially 
indolent course of  the disease. At least in some cases, 
the natural history of  the disease might start off  as a 
subcutaneous nodule with no skin changes before causing 
the previously reported discoloration and/or ulceration. 
It also highlights the importance of  performing a careful 
physical examination.

Although the reported patient vaguely relates the disease 
onset to a possible insect bite, such an association cannot be 
made with any degree of  certainty and at present can only 
be described as speculative. HHV‑8 is currently believed to 

Figure 1: High‑power original image of hematoxylin and eosin‑stained 
section of the lesion showing plump spindle cells, arranged in slit‑like 
spaces containing red blood cells

Figure 2:  Sect ion of the lesion showing posit ive CD31 
immunohistochemistry staining

Figure 3: Section of the lesion showing positive human herpes virus‑8 
immunohistochemical staining

be transmitted through body fluids.[9] Up to our knowledge, 
no reports have suggested vector transmission of  HHV‑8.
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No precise guidelines have been described for the 
management of  KS. However, local excision is generally 
advised for localized small lesions. Localized radiotherapy 
can be utilized for larger lesions. Systemic chemotherapy 
can be considered when treating more widespread disease.[10] 
Carbon dioxide laser therapy has also been described to 
treat localized penile KS. Other methods described for 
local control of  KS include local chemotherapy and topical 
agents (e.g., alitretinoin gel).[8] Adjustment of  medication 
dosages can be used to manage iatrogenic KS.
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