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 INTRODUCTION
Kaposi’s sarcoma has received special attention in 
recent decades due to its progressive increase in 
patients with acquired immunodeficiency syndrome 
and in transplant patients treated with 
immunosuppressive drugs.1 Cyclosporine is an 
immunosuppressive agent used in transplanted 
patients to prevent rejection.2 The incidence of 
malignant tumors in transplanted patients receiving 
cyclosporine is higher than in the general population. 
The most common tumors are non-Hodgkin 
lymphoma and Kaposi's sarcoma.3,4 Cyclosporine is 
used to control diseases of an autoimmune nature.5,6 
We present the case of a patient diagnosed with 
dermatomyositis, treated with glucocorticoids, 
cyclosporine, and human polyclonal immunoglobulin, 
who subsequently developed a Kaposi's sarcoma. 
 

CASE REPORT 
A 55-year-old man presented to us in whom proximal 
muscle weakness began in the shoulder and pelvic 
girdle 2 months before admission. Physical 
examination revealed a heliotropic exanthema in the 
eyelids and decreased proximal muscle strength in the 
upper limbs and the lower limbs. The remainder of the 
examination was normal. Laboratory tests detected an 
erythrocyte sedimentation rate of 66 mm in the first 
hour. Serum glutamic-oxaloacetic transaminase values 
were 874 U/L; glutamic-pyruvic transaminase, 541 U/L; 
gamma-glutamyl transpeptidase, 135 U/L; alkaline 
phosphatase, 399 U/L; lactate dehydrogenase, 2,400 
U/L; creatine phosphokinase, 10,026 U/L, and aldolase, 
80 U/L. The determination of antinuclear antibodies, 
rheumatoid factor and other antibodies, including 
anti-Jo1, was negative. Complementary and 
immunoglobulin values were normal.  
 
 

Electromyographic study was consistent with the 
diagnosis of inflammatory myopathy. Muscle biopsy 
showed the presence of a lymphocyte infiltrate 
surrounding muscle fibers and small vessels, with 
perifascicular atrophy and fat replacement, consistent 
with the diagnosis of dermatomyositis. No occult 
neoplasm was detected.7,8 Initial treatment consisted 
of glucocorticoids. After a month the patient had not 
experienced any improvement, with elevated muscle 
enzymes persisting. Therefore, treatment with human 
polyclonal immunoglobulin and cyclosporine was 
started, with good clinical response and decreased 
muscle enzyme values, normalizing within one month. 
The prednisone dosage was tapered to 30 mg/day. 
 
Three months after starting cyclosporine, the patient 
developed several macular violaceous lesions on the 
skin of the trunk, face and limbs, as well as on the 
mucosa of the oral cavity. The diagnosis of Kaposi's 
sarcoma was histopathologically confirmed. Systemic 
involvement was ruled out and testing for viral 
infections, including the human immunodeficiency 
virus and cytomegalovirus, was negative at baseline 
and after 6 months. It was decided to discontinue 
cyclosporine and reduce the glucocorticoid dosage to 
20 mg/day and continue with human polyclonal 
immunoglobulin. Six months after the onset of Kaposi's 
sarcoma, the patient was asymptomatic from his 
dermatomyositis. However, the Kaposi's sarcoma 
persisted, and he presented with new lesions. 
Radiotherapy was applied to the skin lesions, some of 
which remitted. 
 

DISCUSSION 
Kaposi's sarcoma has occasionally been described as  
 
 

 

 

Kaposi's Sarcoma in A Subject Treated for Dermatomyositis  
With Immunosuppressant and Steroid 

CASE REPORT 

A 
B 
S 
T 
R 
A 
C 
T 

ISSN: 2456-8090 (online) 
DOI: https://doi.org/10.26440/IHRJ/0512.03513 

BADANA BHARDWAJ1, SHIVANI THAKUR2 

The incidence of Kaposi's sarcoma has increased in recent years mainly because its association with the acquired immunodeficiency syndrome and 
organ transplant recipients treated with immunosuppressive drugs, especially with cyclosporine. We present the case of a patient with 
dermatomyositis who developed Kaposi's sarcoma after receiving treatment with steroids, cyclosporine, and human polyclonal immunoglobulin. 
 
KEYWORDS: Dermatomyositis. Kaposi's Sarcoma, Cyclosporine 

    QR CODE 

 

CR1 

 © Bandana Bhardwaj et al. This is an open access article distributed under the terms of the Creative Commons Attribution License CC-BY-NC 4.0, which 
permits unrestricted use, distribution and reproduction in any medium, provided the use is not commercial and the original author(s) and source are cited. 

Submitted on: 16-Jan-2022;  Accepted on: 09-Mar-2022 
 



 

 International Healthcare Research Journal 2022;5(12):CR1-CR3.  

Kaposi's Sarcoma in a patient with Dermatomyositis                                                                                                          Bhardwaj B et al.  

being associated with dermatomyositis and 
polymyositis.9-12 In our patient, Kaposi's sarcoma most 
likely developed secondary to immunosuppressive 
therapy for two reasons: the clear relationship between 
the onset of treatment with glucocorticoids and 
cyclosporine and the presentation of Kaposi's sarcoma, 
and the increase in the frequency of this tumor in 
patients undergoing immunosuppressive drugs. 
Kaposi's sarcoma has been described in association 
with the use of immunosuppressive drugs in patients 
who had received transplants.3,4,13 It has been reported 
less frequently in patients with autoimmune diseases 
treated with these drugs.10,11,14 The incidence of Kaposi's 
sarcoma has increased since the introduction of 
cyclosporine as the drug of choice in transplant 
patients. It is estimated that in these patients the 
possibility of developing Kaposi's sarcoma  is 400–500 
times higher if treated with azathioprine and 
glucocorticoids. This increase reaches 5000 times as 
much if receiving cyclosporine13, and furthermore the 
tumor develops earlier.3,4 In most cases, treatment 
discontinuation results in partial or complete 
remission of the Kaposi's sarcoma.3,4,11-14 Our patient 
was treated with human polyclonal immunoglobulin. 
This treatment is effective in controlling inflammatory 
myopathies15, and recently as demonstrated by 
Carmeli in a patient with polymyositis12, may even 
cause the human polyclonal immunoglobulin lesions 
to return. Although control of the dermatomyositis was 
achieved in our case, the Kaposi's sarcoma lesions did 
not decrease. We also considered the possibility that 
we may have introduced the HIV with this treatment. 
However, repeatedly negative serological tests 
practically rule out this possibility. Another possible 
hypothesis about the pathogenesis of these 2 processes 
would be that dermatomyositis, being an autoimmune 
disease, acting on its own or in association with 
therapeutic immunosuppression, would have 
predisposed the patient to developing Kaposi's 
sarcoma. The strong relationship between Kaposi's 
sarcoma and immunosuppressive therapy, especially 
cyclosporine, suggests that this treatment is an 
important factor in the pathogenesis of this tumor. The 
immunocompromised state caused by this drug could 
facilitate the expression of viral agents. The virus most 
recently implicated as a causative agent of Kaposi's 
sarcoma is the human herpesvirus type 8, 
demonstrated in both Kaposi's sarcoma in HIV-
infected patients as well as those of Mediterranean or 
African origin, and associated with transplant 
patients.16 
 
 

CONCLUSION 
The recent introduction of cyclosporine in the 
treatment of dermatomyositis may increase the 
number of Kaposi's sarcoma cases in dermatomyositis 
in the coming years. Healthcare professionals should 
be aware of such adverse events of cyclosporine. 
 

REFERENCES 
1. Tappero JW, Conant MA, Wolfe SF, Berger TG. 
Kaposi's sarcoma. J Am Acad Dermatol. 1993;28:371-95. 
2. Morris PJ. Cyclosporin A (overview). Transplantation 
1981; 32:349-54 
3. Penn I, First MR. Development and incidence of 
cancer following cyclosporine therapy. Transplant 
Proc. 1986; 43 (Supl 1):210-13. 
4. Penn I. Cancers after cyclosporine therapy. 
Transplant Proc 1988; 120 (Supl 1):276-9. 
5. Zabel P, Leimenstoll A, Gross WL. Cyclosporin for 
acute dermatomyositis (letter). Lancet 1984; I: 343. 
6. Dankó K, Szegedi G. Cyclosporin A treatment of 
dermatomyositis (letter). Arthritis Rheum 1991; 34:933-
4. 
7. Sigurgeirsson B, Lindelöf B, Edhag O, Allander E. 
Risk of cancer in patient with dermatomyositis or 
polymyositis. N Engl J Med 1992;326:363-7. 
8. Richardson JB, Callen JP. Dermatomyositis and 
malignancy. Med Clin North Ann 1989; 73: 1.211-1.220. 
9. Dantzig PI. Kaposi sarcoma and polymyositis. Arch 
Dermatol 1974; 110:605-7. 
10. Weiss VC, Serushan M. Kaposi's sarcoma in a 
patient with dermatomyositis receiving 
immunosuppressive therapy. Arch Dermatol 1982; 
118:183-5. 
11. Almog Y, Ben-Yehuda A, Ben-Chetrit E. 
Dermatomyositis associated with the recurrence of 
transitional cell carcinoma and Kaposi's sarcoma. Clin 
Exp Rheumatol 1991; 9: 285-8. 
12. Carmeli Y, Mevorach D, Kaminski N, Raz E. 
Regression of Kaposi's sarcoma after intravenous 
immunoglobulin treatment for polymyositis. Cancer 
1994; 73: 2.859-2.861. 
13. Becini PL, Montgnino G, Tarantino A, Alessi E, 
Ponticelli C, Caputo R. Kaposi's sarcoma in kidney 
transplant recipients. Arch Denmatol. 1993; 129: 248-
50. 
14. Trattner A, Hodak E, David M, Sandback M. The 
appearance of Kaposi 's sarcoma during corticosteroid 
therapy. Cancer 1993; 72: 1.779-1.783. 
15. Cherin P, Herson S, Wechesler B, Piette JL, Bletry O, 
Coutellies A, Ziza JM, Godeau P. Efficacy of intravenous 
gammaglobulin therapy in chronic refractory 

CR2 



 

 International Healthcare Research Journal 2022;5(12):CR1-CR3.  

Kaposi's Sarcoma in a patient with Dermatomyositis                                                                                                          Bhardwaj B et al.  

polymyositis and dermatomyositis. An Open Study in 
20 Adult Patients. Am J Med. 1991; 91: 162-7. 
16. Moore PS, Chang Y. Detection of herpesvirus-like 
DNA Sequences in Kaposi's sarcoma lesions from 

persons with and without HIV infection. N Engl J Med. 
1995; 332: 1.181-1.185. 

 
  

 

 

Cite this article as: 

Bhardwaj B, Thakur S. Kaposi's Sarcoma in A Subject Treated for Dermatomyositis  
With Immunosuppressant and Steroid. Int Healthc Res J. 2021;5(12):CR1-CR3. 
https://doi.org/10.26440/IHRJ/0512.03513 

 

AUTHOR AFFILIATIONS: (*Corresponding Author) 

1.  MD (Internal Medicine), Consultant Private Practitioner 
2. MBBS Intern 
Bhuntar, District Kullu, India.  

Source of support: Nil, Conflict of interest: None declared 

K 

Contact Corresponding Author at: editor[dot]ihrj[at]gmail[dot]com 

CR3 


