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Case report

Conjunctival and cutaneous Kaposi's Sarcoma as the first 
manifestation of HIV infection 
Sarcoma de Kaposi conjuntival y cutáneo como primera manifestación de la 
infección por VIH
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Sir,

Kaposi's sarcoma (KS) is a vascular angiosarcoma 
associated with chronic infection by human herpes-
virus type 8 (HHV-8) [1]. It frequently arises in the se-
tting of immunosuppression, especially in individuals 
with human immunodeficiency virus (HIV) infection 
[2-4]. However, the efficacy and widespread access 
to antiretroviral therapy in developed countries have 
made it possible to control HIV replication, leading to 
a significant decrease in the risk of developing KS in 
people living with HIV (PLHIV) over the past two de-
cades, particularly in resource-rich settings [5].

Despite this decline in incidence, KS remains preva-
lent in PLHIV [6]. Nonetheless, ocular involvement by 
KS, as a defining manifestation of acquired immuno-
deficiency syndrome (AIDS), is a rare event [7].

We present the case of a 45-year-old male with a his-
tory of inverse psoriasis who presented to the Emer-
gency Department of a tertiary hospital due to pain in 

his left eye. Physical examination revealed conjuncti-
val hyperemia predominantly in the nasal area, with 
chemosis and subconjunctival hemorrhage. He was 
diagnosed with conjunctivitis and discharged with to-
pical antibiotic treatment for seven days. After com-
pleting the treatment and observing no improvement, 
he returned to the Emergency Department, where 
another cycle of topical antibiotics was prescribed, 
and he was referred to the Ophthalmology outpatient 
clinic (Figure 1). 

A blood test revealed a white blood cell count of 2.9 
× 10³/µL, hemoglobin at 11.6 g/dL, and platelets at 
108 × 10³/µL. One week later, he was evaluated in the 
Ophthalmology clinic, where he was diagnosed with 
scleritis and started on topical corticosteroids. A re-
ferral to Rheumatology was made due to suspected 
autoimmune disease.

In Rheumatology, as part of a routine workup, various 
serologies were requested, revealing a positive HIV-1 
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serology. Simultaneously, a conjunctival biopsy was 
performed due to the poor clinical progression, which 
confirmed the diagnosis of ocular KS with CD31 and 
HHV-8 expression. The patient was subsequently 
referred to the Infectious Diseases outpatient clinic, 
where other lesions were identified on the abdominal 
wall and proximal right lower limb, suggestive of KS.

The HIV viral load was 2,440,000 copies/mL, and 
the CD4+ T-cell count was 26 cells/µL. Antiretroviral 
therapy with tenofovir, emtricitabine, and raltegravir 
was initiated. A computed tomography scan ruled 
out visceral involvement at other levels. One mon-
th after starting antiretroviral therapy, the patient 
showed improvement in skin lesions but worsening 
ocular symptoms, which were interpreted as immu-
ne reconstitution inflammatory syndrome. A watchful 
approach was taken, and two months after initiating 
treatment, ocular improvement was observed. The 
CD4+ T-cell count had risen to 285 cells/µL, and the 
viral load had decreased to 11,100 copies/mL, with 
no cutaneous lesions present.

Six months later, the patient had no skin lesions, and 
on ophthalmologic examination, only a brownish dis-
coloration persisted in the eye. Currently, after four 
years of follow-up, the patient has had no recurrence 
of either cutaneous or ocular lesions.

In PLHIV, KS generally first affects the skin, although 
in up to 20% of cases, early mucosal involvement is 
seen, predominantly in the oral cavity [1]. Historica-
lly, KS was one of the most characteristic manifesta-
tions of the AIDS epidemic, with the lesions it caused 
becoming one of its first visible clinical signs in the 
1980s [2-4]. However, nowadays, it is rarely seen as 
the first manifestation in HIV-positive patients [6].  

Figure 1. Nasal-predominant conjunctival hyperemia with 
chemosis and ocular effusion

In our case, ocular KS was the first manifestation of 
HIV infection, and its initial diagnosis was incidental. 
This is because ocular involvement is a very rare pre-
sentation, requiring a high index of suspicion. In this 
case, the cutaneous lesions were not diagnosed as 
the patient associated them with his previously diag-
nosed psoriasis. 

Although ocular KS has been described in HIV patients 
in earlier periods [8, 9], when antiretroviral treatments 
were less effective, we consider it noteworthy that, 
currently, in a patient with lymphopenia and conjunc-
tival lesions unresponsive to initial ophthalmologic 
treatment, HIV infection should be considered in the 
differential diagnosis to avoid delays in diagnosis and 
initiation of antiretroviral therapy.
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