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AIDS-Related Kaposi’s sarcoma is an uncommon occurrence of the foot.  Two cases of solitary pedal 
KS are presented of patients who had not been previously diagnosed as HIV positive prior to biopsy.  
Once histopathology reports returned the diagnosis of Kaposi’s sarcoma, both patients received HIV 
tests and were found to be positive.   
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Kaposi’s sarcoma (KS) or “multiple idiopathic 
hemorrhagic sarcoma” was first described in the 
1800’s.1   Historically, this disease is known to be 
a rare, slowly spreading tumor confined almost 
entirely to older European populations.2  More 
recently, it has been shown to occur regularly in 
the African tropics as well as be associated with 
AIDS.2  Kaposi’s sarcoma has been found to be 
the most prevalent neoplastic lesion in patients 
who have AIDS in the United States.3     
 
Four types of Kaposi’s sarcoma exist and are  
caused by Human Herpesvirus 8 (HHV-8).2,4,5  
The first type, Classic KS, is found to be 
prevalent in Jewish, Mediterranean, and Eastern 
European men and seldom seen in females.    
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This type occurs more commonly in patients 
older than fifty and presents as lower extremity 
lesions.  
 
African KS, the second type, accounts for the 
most prevalent tumor in parts of Zaire.  Even 
though this form may affect younger patients, it 
can be more aggressive by invading bone and 
causing various other infiltrates.  The third type, 
AIDS-Related KS, is more common in 
homosexual men.6  In this type, extracutaneous 
growth is known to occur.  The final type 
involves iatrogenic immunosuppresion which 
occurs when patients are given various anti-
rejection medications following organ 
transplantation.  KS and other tumors have a 
greater prevalence in these patients.  However, 
once these drugs are discontinued, this form of 
Kaposi’s sarcoma has been shown to regress.   
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The typical KS lesion tends to be fairly 
widespread, whereas HIV related KS is 
characteristically limited to the skin and/or 
mucous membrances.  Classic KS lesions tend to 
involve the oral cavity, lymphatics, lungs, trunk 
and extremities.2,5,6  In AIDS-Related KS, lesions 
on the foot and ankle are an uncommon 
occurrence; whereas in the Classic form, pedal 
lesions are more common.7  In the AIDS-Related 
patients, skin lesions are considered manifestation 
of advanced HIV disease and are more commonly 
seen on the superior aspects of the trunk and 
extremities.8 These lesions may appear as dark 
pink or purple to brown or black.8,9  In addition, 
its appearance can vary from plaques to nodules 
with crust.2,8,10 Various differential diagnoses exist 
for pedal Kaposi’s sarcoma; such as pyogenic 
granuloma, well-differentiated angiosarcoma, 
amelanotic melanoma, hemangioma, purpura, 
lesions associated with vascular insufficiency, and 
ecchymoses.10,11 Interestingly, Kaposi’s sarcoma 
lesions arise slowly and may be painless even in 
long-standing wounds.9,10  Essentially, most 
malignancies of the skin are painless.  Diagnosis 
must be made via a skin biopsy of the 
questionable lesion.  In the cases reviewed in this 
study, a solitary pedal lesion was the only 
indication of the patients’ disease.    
       
The exact cause of KS is still a mystery, but in 
AIDS-Related Kaposi’s sarcoma, it has been 
shown that HHV-8 toxicity of the patient is 
related to the viral load, the CD4 count, and the 
HHV-8 serological activity.4,7  In rare instances, 
AIDS-Related KS may even be caused by trauma.9   
 
Treatments for KS vary from simple excision to 
chemotherapy and radiation therapy for more 
extensive cases.7-10  Since each lesion of Kaposi’s 
sarcoma evolves independently from the other, a 
simple excision may not prevent more from 
forming.2,7,10  So, roentgen treatments are 
considered favorable by many to treat and prevent 
further KS.13,14  HIV testing must also be 
performed on patients who have the lesions and 
have risk factors.   
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Figure 1  HIV Patient with pigmented lesion on medial 
aspect of foot. 
 
 
The following case reports show two patients 
with non-painful pedal lesions as one of the first 
signs of HIV infection.   
 
 
Case 1 
 
A 31 year old male without a significant past 
medical history presents with a painful “blood 
blister” to the foot.  Medication history included 
oral terbinafine for toenail onychomycosis.  The 
patient initially complained of a painful “blood 
blister” that wouldn’t disappear on his right foot 
for three months.   The patient denied any trauma 
or new activities.  He tried to “pop” the blister, 
but was unsuccessful in generating any sero-
sanguinous fluid.  Upon clinical examination, the 
lesion was a well-demarcated solitary reddish-
purple nodule (1 cm x 1 cm) on the medial aspect 
of the first metatarsal mid-shaft with no 
ulceration or signs of infection. (Fig. 1)  It was 
freely mobile and appeared to be a superficial 
lesion.  Differential diagnoses include melanoma, 
hemangioma, and vascular malformation. The 
patient requested removal by excision due to the 
constant rubbing of the lesion against the shoes. 
 
An excisional biopsy was performed in the office.  
The pathology report returned as Kaposi’s 
sarcoma which was strongly reactive to CD34 and 
negative for Smooth Muscle Antigen, Factor 
XIIIa and Desmin.   
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Figure 2  HIV with pyogenic granuloma-like lesion of the 
plantar foot. 
 
 
When the patient returned to the clinic for suture 
removal, the diagnosis was discussed and an HIV 
test with a general laboratory work-up was 
recommended.  Subsequently, the patient’s HIV 
test was positive and the patient was then referred 
to the appropriate specialist.  To this date, no 
recurrence of the lesion or of any new lesion has 
occurred on that foot. 
 
 
Case 2 
 
A 38 year old male presents with a solitary 0.5 cm 
x 0.5 cm bright red papule on the plantar surface 
of the right foot.  The lesion was painful and 
sponataneously occured two months prior to 
presentation.  Patient denied trauma to the area.  
Patient had no significant medical history, no 
known allergies to medication, and not taking any 
medications.   The patient requested removal of 
the lesion.  Upon examination, the lesion had the 
appearance of a pyogenic granuloma and was 
completely excised in the office. (Fig. 2)   
 
 
 
 
 
 
 
 
 
 
 

The pathology report showed:  mitotic figures, 
proliferation of spindle cells and slit-like vascular 
channels with red blood cells.  The lesion was 
further stained for HHV-8 and a subsequent 
report diagnosed the lesion as Kaposi’s sarcoma.  
During the patient’s follow up visit to remove 
sutures, the diagnosis was discussed and an HIV 
test was strongly recommended.   
 
 
The patient consented to HIV testing which was 
positive.  He was referred to an HIV specialist.  
To this date, the foot lesion has not recurred.   
 
 
Discussion 
 
Pedal AIDS-Related KS is a rare occurrence, and 
even rarer for a patient’s HIV status to first 
manifest itself as a KS lesion on the foot.  
Appearance of KS is considered a sign of both 
advanced disease and opportunistic infection.6  
Young homosexual men with KS are more likely 
to present with AIDS-Related Kaposi’s sarcoma 
while older heterosexual men are at higher risk  to  
acquire Classic Kaposi’s sarcoma.10,11  Exceptions 
exist in both cases, and a thorough history and 
physical exam along with laboratory tests should 
be performed to evaluate each individual 
especially post-biopsy.   
 
When evaluating pigmented nodules and tumors 
on the foot, the podiatric physician should be 
aware of the common locations of KS lesions and 
include KS as a differential diagnosis along with 
other benign lesions.  Both patients had 
successful excisional biopsies of their lesions, 
although in most cases, more aggressive therapy 
such as chemotherapy or radiation is warranted to 
eradicate the lesion.  These cases demonstrate the 
importance of evaluating patients thoroughly 
post-biopsy in order to obtain an accurate 
diagnosis which will facilitate future treatment.   
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