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Introduction 

Kaposi sarcoma (KS) is a vascu-
larized lesion of low-grade malig-
nant potential that is associated
with Human Herpesvirus-8 infec-
tion.1 It is the most frequent neo-
plasm occurring in AIDS patients,
but can also develop in patients
who are HIV-negative. There are
four epidemiologic subtypes; clas-
sical KS, African-endemic KS,
iatrogenic KS, and epidemic
AIDS-related KS.2 KS lesions can
be localized or disseminated. It
manifests most frequently in
mucocutaneous sites, typically the
skin of the lower extremities, face,
trunk, genitalia, and oropharyn-
geal mucosa.1 A laryngeal presen-
tation is infrequent, with less than

50 cases reported in the literature. 
We discuss the management
options for laryngeal Kaposi
 sarcoma by presenting a case
report and review of the pertinent
literature.

Case report

A 42-year-old HIV-positive male
receiving treatment with lamivu -
din, tenofovir disoproxil, lopina -
vir, and ritonavir, started 3 weeks
prior to the visit to our clinic, pre-
sented with mild hoarseness and a
sore throat. He did not complain
of dyspnea. A fiberoptic laryngeal
examination identified a small
purple lesion on the right ventric-
ular fold. The patient underwent
rigid laryngoscopy with biopsy

under general anaesthesia. The
histological examination showed a
nodular neoplastic lesion com-
posed of spindle cells with mild
atypia and slit-like  vascular
spaces. Extravasated  erythrocytes
and deposits of hemosiderin in the
stroma were also found (Figure 1).
This lesion was histologically
diagnosed as a Kaposi sarcoma.
The systemic treatment was con-
tinued, but 6 weeks later the
patient developed severe dyspha-
gia and acute airway obstruction.
At this time, the lesion extended
from the right to the left ventricu-
lar fold in a horse-shoe fashion,
involving the right vocal fold and
obstructing the airway (Figure 2).
The pharyngeal and arytenoid
regions were edematous. The
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motion of the vocal folds was
reduced and saliva was pooling
in the hypopharynx. Emergency
transoral CO2 laser (Lumenis,
Santa Clara, CA) vaporization was
performed. The laser parameters 
were set at continuous mode, 16
Watts, with a 3-mm diameter
beam. No tracheotomy was
required. Post-operative systemic
chemotherapy (doxorubicin and
vinblastine) was administered.
Oral feeding was resumed 3 days
after the surgery. Three months
later, the patient was completely 
asymptomatic and his laryngeal
examination was normal (Figure
3).

Discussion

Kaposi’s sarcoma (KS) was first
described in 1872 by Dr Moritz
Kaposi (1837-1902), a Hungarian
dermatologist at the University of
Vienna, as small brownish-red to
bluish-red cutaneous nodules
principally affecting the skin of
the lower extremities in a multi -
focal fashion.3 In 1981, the derma-

tologist, Dr A. Friedman-Kien
described cases of KS in young
homosexual men.3 Currently, four
epidemiologic subtypes are recog-
nized: classical KS, African-
endemic KS, iatrogenic KS, and

epidemic AIDS-related KS. Epi -
demic AIDS-related KS presents
with violaceous maculas on the
face, chest, and oral mucosa. The
hard palate, ocular conjunctiva,
lymph nodes, gastrointestinal
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Figure 1
Histological findings in a case of laryngeal Kaposi sarcoma.
Slit-like vascular spaces and extravasated erythrocytes are
 visible (H.E. *100).

Figure 3
Laryngeal aspect three months after CO2 laser resection

Figure 2
Supraglottic obstructive laryngeal Kaposi sarcoma
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tract, and lungs can also be
affected .2,4 Nearly 40% of AIDS
patients will develop KS at some
stage of their illness and 2/3 of
these cases will involve the head
and neck region.4

A laryngeal presentation is
infrequently reported.1-5 The first
case of KS of the larynx was
reported in 1965 by Reynolds et
al.6 Most patients with laryngeal
KS have AIDS-related KS,
although HIV-negative persons
with laryngeal KS have also been
described. Of the AIDS-related
cases, the majority (91%) are
young males with advanced HIV
disease who are antiretroviral
naïve and have multifocal dis-
ease.1,4 However, the incidence of
AIDS-associated KS in Western
countries has declined since 1996
because of the advent of highly
active antiretroviral therapy
(HAART).7 This is partially agrees
with the etiology of our patient
who was a young HIV-positive
male, except that he developed
obstructive laryngeal KS while
receiving antiretroviral therapy.

The most frequently reported
presenting symptoms include
chronic hoarseness, throat dis-
comfort, an urge to cough, apho-
nia, and dysphagia. Patients rarely
present with stridor or complete
airway obstruction.7 In a retro-
spective study of 17 patients with
KS, Mochloulis et al.5 reported
that the most prevalent presenting
symptom was dyspnea (82%) fol-
lowed by a non productive cough
(76%), dysphagia (11%), and
hoarseness (11%). Only one
patient presented with upper air-
way obstruction and one with
haemoptysis.

An examination may find laryn-
geal edema or, more likely, a pur-
ple vascularized mass or lesion.
The lesion's surface can appear

verrucous in nature because of the
deposits of dry secretions. In the
study by Monchloulis et al.,5 the
most common site of laryngeal
involvement was the supraglottis
(11/17; 65%), glottis (8/17; 47%),
and the subglottis (3/17; 18%). 

The diagnosis can be established
by laryngoscopy based on the
classical purple appearance of the
lesion. Radiologic studies such as
a CT scan of the larynx may help
delineate the local extension of the
laryngeal mass. While a diagnos-
tic biopsy in several patients was
performed without complications,
biopsy of this kind of vascularized
laryngeal lesion can be associated
with brisk and potentially fatal
bleeding.8 In our case, a biopsy
was performed with no complica-
tions.

Therapeutic options depend
on the clinical presentation. In
patients treated with immuno -
suppressive therapy, the main
approach is to reduce the immuno-
suppressive medication. In dis -
semi nated lesions, systemic sin-
gle-agent chemotherapy or combi-
nation chemotherapy is used.2

In localized laryngeal lesions,
treatment options depend on the
acuteness of the symptoms. In
chronic presentations, low-dose
local irradiation (KS is a very
radio sensitive tumour),3 cryo -
therapy, intralesional chemo -
therapy (vinblastine),9,10 topical
tretinoin gel, or laser ablation have
been used. 

For laryngeal KS lesions pro-
ducing acute or impending airway
obstruction, immediate interven-
tion is necessary. Depending on
the location of the KS lesion,
tracheostomy  may contribute to
mortality as a result of fatal
hemorrhaging .11 Cricothyrotomy
has been recommended by some
authors as an alternative approach

to life-threatening emergencies in
this setting.7 Transoral radiofre-
quency excision12 can be dis-
cussed, but there is no report of
this being used to treat KS in the
literature. However, transoral laser
resection or debulking seems to be
a safe method to provide sympto-
matic relief, especially since mor-
tality in patients with KS only
rarely occurs as a direct result of
the tumour,4 and the superiority of
one therapy over another has not
yet been proven. 

Conclusion

Kaposi sarcoma of the larynx is
rare. It can occur with all forms of
KS, but is especially prevalent in
AIDS patients. It can be isolated
or occur with other disseminated
lesions, and can present with
chronic symptoms or as an acute
airway obstruction. Fiberoptic
laryngo-tracheo-bronchoscopy is
indicated to assess the extent of
KS. Early treatment is advised to
avoid potential airway obstruc-
tion. Appropriate interventions
depend on the acuteness of symp-
toms. In acute upper airway
obstruction, laser excision is a
rapid, less invasive and accurate
option to assure relief of symp-
toms.
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