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Abstract: Traditionally, classic kaposi’s sarcoma (KS) lesions have a general 

distribution, often involving the skin of the feet and legs, and to a lesser extent, that 

of the hands, arms, and trunk. Oral involvement is a rare manifestation. Initial oral 

involvement is an even rarer occurrence. We report an unusual case of classic KS 

presenting only in the oral cavity of a patient HIV negatif. The patient presents an 

oral KS lesion on the maxillary gingiva, with no other signs of the condition in any 

other region of the body. Clinicians and pathologists should be aware of the typical 

clinical, gross, and histologic features of KS. Moreover, we would like to 

emphasize that oral KS may affect patients without the Acquired Immune 

Deficiency Syndrome (AIDS) or exposure to immunosuppression. The awareness 

of oral classic KS as a diagnostic possibility is important in the work-up of vascular 

lesions in the oral cavity of non-immunosuppressed individuals. 
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INTRODUCTION 

Kaposi’s sarcoma (KS) is a multicentric neoplasm arising from cells of 

both vascular and lymphatic endothelium and is characterized for proliferation of 

spindle cells, neoangiogenesis, inflammation and edema [1]. It was first described 

by Moriz Kaposi in 1872 [2, 3]. It’s the most common neoplasm in patients with 

AIDS [4]. Surveillance data indicate that Kaposi’s sarcoma is roughly 20 times 

more likely to develop in patients with AIDS [5].  

                                             

The KS can be subdivided into four types: 

classic, endemic, iatrogenic and HIV-associated (HIV-

KS) [6- 9]. The main clinical manifestations appear in 

the form of macules, plaques and nodules may involve 

skin, lower extremities, oral cavity and visceral organs. 

Oral involvement is a rare manifestation. Initial oral 

involvement, whether associated with posterior 

generalization of lesions or existing as the sole 

presentation of the condition, is an even rarer 

occurrence [6].  

 

The first documented case of primary oral 

classic KS was described by Feit in 1928 [10]. Few 

similar cases with primary involvement have been 

reported wich few of them described a physical 

examination to confirm the absence of dermal lesions 

[11-16]. The aim of this article is to report an unusual 

case of classic KS presenting in the oral cavity of non-

immunosuppressed individuals. This patient presents a 

primary oral KS lesion on the maxillary gingiva, with 

no other signs of the condition in any other region of 

the body. 

 

CASE REPORT 

A 31 year-old man with a 3 month history 

characterized by the progressive appearance of red 

sessile nodule on the gingival mucosa opposite the site 

of the 14 extracted. The lesion was asymptomatic, non- 

ulcerated, reddish-purple, firm, exophytic growth, and 

measuring 2 cm in its larger diameter (Fig1). No other 

similar lesions in any other region of the body were 

detected. Panoramic radiograph showed no bone lesion 

(Fig2).  

 

 
Fig- 1: red sessile nodule on the gingival mucosa 

opposite the site of the 14 extracted 
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Fig- 2: Panoramic radiograph: no bone lesion 

 

A biopsy excision of the lesion was performed (Fig 3 

and 4). 

 
Fig-3:  biopsy excision of the lesion   

   

 
Fig- 4: a: surgical site; b: specimens 

 

Histopathological examination showed a 

nodular and exophytic lesion of the submucosa. The 

cells tumor exhibit spindle cell ill-defined fascicles with 

some intervening thin-walled vessels, extravasation of 

red blood cells and haemosiderin collections. In 

between, there were found slit-like vessels containing 

erythrocytes. The stroma consists of dense connective 

tissue exhibiting collagen fibers randomly arranged and 

showing intense vascularization. Mitoses cell were 

found (Fig5). Immunohistochemistry was positive for 

herpes virus type 8 (HHV-8) (Fig 6). There was no past 

medical history of sexually transmitted diseases. The 

patient was HIV-negative, confirmed by the enzyme-

linked immunosorbent assay (ELISA), and there was no 

associated immunosuppression. Routine blood tests, 

renal and liver function tests were within normal limits. 

Based on the fibroscopy, no other similar lesions in the 

gastrointestinal tract were found.  

 

 
Fig- 5: Mitosis cell 

  

 
Fig- 6: Positive HHV-8 nuclear staining of the oral 

lesion 
 

The definitive diagnosis was KS-HHV8. The 

patient did not receive any other treatment besides 

surgical excision of the tumor. 

 

After three years, no recurrence has been 

described (fig 7). 

 

 
Fig-7: Control after 3 years 
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DISCUSSION 

Kaposi’s sarcoma is a malignant neoplasm of 

vascular origin. It occurs mainly among 

immunodeficient individuals, thus it is the most 

common neoplasm among HIV-positive patients [17]. 

Its pathogenesis is complex and has not been fully 

clarified [18]. 

 

KS is traditionally separated into four different 

types: classic, which primaly affects elderly men of 

Mediterranean and eastern European origin; endemic, 

which is common in parts of Africa; epidemic or AIDS-

associated; and transplantation-associated [19]. 

 

KS-associated herpesvirus or human 

herpesvirus-8 (HHV- 8) was detected in a KS lesion in 

1994, by Chang et al. [20]. Since then, HHV-8 DNA 

has been detected in all four variants of KS [6, 21].  

 

In general, the most frequent site of 

involvement is the skin followed by the aerodigestive 

tract. The gastrointestinal system can be affected by 

multicentric lesions observed from oral cavity, 

oropharynx and esophagus to the perianal area, 

including organs like pancreas, liver and other organs 

like, lungs and tests [22]. 

 

Oral KS most frequently affects the hard 

palate, the gingival tissues and the dorsum of the 

tongue. SK can invade bone and create tooth mobility 

when involves it the palate or gingival [23]. The lesions 

are either single or multifocal, initially present as 

bluish-purple to red macules that progress to a papulo-

nodular form, and eventually to large exophytic masses 

[7, 24]. 

 

The SK is the malignancy most often 

associated with HIV infection because of its propensity 

to develop in HIV-positive individuals [6, 23]. Many 

authors reported that patients with lesions of the oral 

mucosa had a higher death rate than those with 

exclusively cutaneous manifestations of the disease 

[12]. 

 

Definitive diagnosis of KS is made through a 

biopsy. The clinical differential diagnoses of KS 

include bacillary angiomatosis, pyogenic granuloma, 

oral nevus, lymphoma, oral hemangiomas or other 

benign vascular proliferations. However, these entities 

are easily ruled out on histologic examination. Kaposi 

form hemangioendothelioma and angiosarcoma are the 

most troublesome entities in the histologic differential 

diagnosis of KS [6].  

 

The choice of the treatment options must be 

evaluated in terms of the specific needs of the patients 

such the type of KS, the disease stage, the progression 

pattern, the lesion location and size and immune status 

[21].  

 

A variety of therapeutic options exist, 

including surgical excision, surgical ablation, 

intralesional interferon alpha-2β, local or extended field 

radiotherapy, and chemotherapy. As KS may involve 

every tissue of the human body, the surgical approach is 

limited to diagnostic biopsy or even removal of small 

tumors, and it is considered palliative. For patients with 

rapid evolution, chemotherapy is recommended [25]. 

 

In the presented case the surgical removal was 

the treatment options used. After three years without 

evidence of recurrence, the patient remains under 

follow up. 

 

CONCLUSION  

The oral cavity may be the only or first site of 

KS, and therefore, becomes important in the diagnosis. 

Exams of the oral cavity should be done regularly in 

immunosupressed patients, since a variable number of 

lesions can manifest initially in this site. Clinicians and 

pathologists should be aware of the typical clinical, 

gross, and histologic features of KS. Moreover, we 

would like to emphasize that oral KS may affect 

patients without AIDS or exposure to 

immunosuppression.  
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