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INTRODUCTION

Kaposi’s Sarcoma (KS) has been associated with 
immunosuppression secondary to HIV infection and had 
been considered an AIDS defining illness1. It is caused 
by the Human Herpes Virus 8 infection (HHV-8)2. It 
is a systemic disease which can present with isolated 
muco-cutaneous lesions commonly gastrointestinal, 
pulmonary and skin of the lower limbs3. Presentation 
on the eyelid as the first manifestation of systemic KS 
is rare4. Eyelid KS is associated with eyelid mechanical 
ptosis, cosmetic disfigurement and eyelid or eyelash 
malposition5.

CASE REPORT

We present a case of a 45 year old female patient who 
presented with a four month history of right upper 
eyelid mass and two months history of a left lower 
eyelid mass. This patient was diagnosed HIV positive 
one year prior to the development of the eyelid growths 
with a CD4+ count of 100 cell/ul. She was taking 
Highly Active Anti-viral Therapy (HAART) with no 
history of defaulting. 
        On general examination, the patient looked stable 
and was not in respiratory distress and had normal vital 
signs. There was a red-purplish nodule on the back of 
her right thigh which clinically looked like a KS lesion 
but there were no palatal KS lesions seen (Figures 
1A and 1B).  On ocular examination, the patient had 
a right upper eyelid mass which looked red-purplish, 
was ulcerated at the center and there was crusting 
and hyperpigmentation on its surface. There was 
mechanical ptosis with the lower border of the mass 

almost reaching the lower eyelid surface. The mass 
spanned lateral two thirds of the right upper eyelid with 
involvement of the lid margin. There was also a similar 
smaller round mass on the left lower eyelid measuring 
approximately 3mm in widest diameter (Figures 2A 
and B).

Figure 1: Skin examination revealed a single KS nodule 
on the right lower limb but there was no palatal KS

Figure 2:  Right red-purplish upper eyelid mass with 
central ulceration. The surface of the mass was crusting 
and hyperpigmentation was present. Note mechanical 
ptosis. A left lower eyelid mass is also present
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       The rest of the ocular examination in both eyes 
was normal. A working diagnosis of bilateral eyelid 
Kaposi’s sarcoma was made and the differential 
diagnosis included:

•	 Squamous cell carcinoma
•	 Basal cell carcinoma
•	 Sebaceous gland carcinoma. 

    Excisional biopsies were taken aiming for a 
free margin. Primary closure of the eyelid defect was 
achieved by apposition of the lid margins and suturing 
with silk. Figure 3 shows appearance post operatively.

Figure 3:  Post-surgery appearance

        The histology of the two biopsies from both eyes 
showed a vasoformative spindle cell lesion with red 
cell extravasation in keeping with Kaposi’s sarcoma. 
In addition to HAART, the patient was also started on 
chemotherapy for KS to achieve disease control.

DISCUSSION

Kaposi’s sarcoma is a very chemo-sensitive tumour 
and lesions typically disappear within a few weeks 
after onset of chemotherapy6. Kaposi’s sarcoma has 
been associated with low CD4 counts in HIV patients7 
and initiation of HAART has been successfully proven 
as one adjunct to the treatment of Kaposi’s sarcoma8.
    Surgery has been shown to play an important 
part in the management of eyelid KS in the setting 
of; cosmetically disturbing lesions, discomfort, and 
obstruction of vision from tumour bulk9. Surgical 
excision has been recommended to prevent entropion 
formation with trichiasis and exposure keratopathy 
and corneal ulcer9-11. The presented case had gross 
mass effect with mechanical ptosis and cosmetic 
disfigurement and areas of sepsis. Mangombe5 also 
reported a case of eyelid KS which was managed 
successfully by surgical excision followed by 
chemotherapy and HAART5 (Figure 5). Eyelid excision 
of KS was also supported for solitary eyelid lesions12.
    It can be concluded that gross eyelid KS lesions 
can be treated surgically. The advantages of surgery 
include tumour excision, removing the cosmetic 
disfigurement and potential source of infection and 
allows for a biopsy to be taken for histological diagnosis 
to be made. Some disadvantages of surgical treatment 
include potential complications like lid scarring and 

notching, entropion and ectropion which may warranty 
another surgical correction later5.

Figure 5: Eye lid KS managed surgically (A&B pre-op 
C&D post-op) (Mangombe, 2017)5

CONCLUSION

Surgery has a place in the management of large 
disfiguring Kaposi’s sarcoma lesions of the eyelid. 
Eyelid Kaposi’s sarcoma can present as the first 
manifestation of systemic Kaposi’s sarcoma.

Declaration: Informed consent for publishing the case 
report, including the pictures was obtained.
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