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intense, predominantly peripheral enhancement in association
with non-enhanced areas(5–7). Histopathological and immunohis-
tochemical analyzes are necessary to confirm the diagnosis(6).

REFERENCES

1. Bodnar TW, Acevedo MJ, Pietropaolo M. Management of non-islet-cell
tumor hypoglycemia: a clinical review. J Clin Endocrinol Metab. 2014;99:
713–22.

2. Khowaja A, Johnson-Rabebett B, Bantle J, et al. Hypoglycemia mediated
by paraneoplastic production of insulin like growth factor-2 from a ma-
lignant renal solitary fibrous tumor – clinical case and literature review.
BMC Endocr Disord. 2014;14:49.

3. Dutta P, Aggarwal A, Gogate Y, et al. Non-islet cell tumor-induced hy-
poglycemia: a report of five cases and brief review of the literature.
Endocrinol Diabetes Metab Case Rep. 2013;2013:130046.

4. Schutt RC, Gordon TA, Bhabhra R, et al. Doege-Potter syndrome pre-
senting with hypoinsulinemic hypoglycemia in a patient with a malig-
nant extrapleural solitary fibrous tumor: a case report. J Med Case Rep.
2013;7:11.

5. Shanbhogue AK, Prasad SR, Takahashi N, et al. Somatic and visceral

solitary fibrous tumors in the abdomen and pelvis: cross-sectional imag-
ing spectrum. Radiographics. 2011;31:393–408.

6. Ginat DT, Bokhari A, Bhatt S, et al. Imaging features of solitary fibrous
tumors. AJR Am J Roentgenol. 2011;196:487–95.

7. Wignall OJ, Moskovic EC, Thway K, et al. Solitary fibrous tumors of the
soft tissues: review of the imaging and clinical features with histopatho-
logic correlation. AJR Am J Roentgenol. 2010;195:W55–62.

8. Batista GR, D’Ippolito G, Szejnfeld J, et al. Tumor fibroso solitário do
rim: descrição de caso. Radiol Bras. 2005;38:313–5.

Bruno Lima Moreira1, Marlon Augusto Schiocchet Monarim1,

Ricardo Francisco Tavares Romano1, Leandro Accardo Mattos1,

Giuseppe D’Ippolito1

1. Escola Paulista de Medicina da Universidade Federal de São Paulo (EPM-

Unifesp), São Paulo, SP, Brazil. Mailing Address: Dr. Bruno Lima Moreira.

Departamento de Diagnóstico por Imagem – EPM-Unifesp. Rua Napoleão

de Barros, 800, Vila Clementino. São Paulo, SP, Brazil, 04024-012. E-mail:

limamoreiramed@gmail.com.

http://dx.doi.org/10.1590/0100-3984.2014.0126

Gastric Kaposi’s sarcoma

Sarcoma de Kaposi gástrico

Dear Editor,

A male, 29-year-old, homosexual patient presenting with his-
tory of 20 kg-weight loss, asthenia, nausea and stomach pain for
three months in association with appearance of skin lesions in
upper limbs and scrotal sac.

Human immunodeficiency virus (HIV) serology was positive.
Double contrast radiological study of the stomach (Figure 1A)

demonstrated polypoid lesions. At abdominal computed tomog-
raphy (Figures 1B and 1C), solid, polypoid nodular masses were
observed on the gastric submucosa with endoluminal component
and early contrast-enhancement. High digestive endoscopy (Fig-
ure 1D) demonstrated erythematous lesions, some of them be-
ing violaceous, polypoid and flat, with a normal gastric submu-
cosa. On that occasion, biopsy of the skin lesions and of the le-
sions in the stomach revealed atypical vascular lesion, and the
anatomopathological and immunohistochemical analyses con-
firmed the diagnosis of Kaposi’s sarcoma.

The compromise of the gastrointestinal tract by Kaposi’s
sarcoma is the most common form of disseminated disease, ob-
served in up to 50% of patients. The disease can involve from the

Figure 1. A: Radiographic image of esophagus, stomach and duodenum shows polypoid filling defect. B,C: Abdominal CT arterial phase shows

subepithelial hypervascular polypoid lesions. D: High digestive endoscopy shows the corresponding reddish polypoid lesion.
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oropharynx to the rectum, and the duodenum is most frequently
affected, followed by the stomach, esophagus and colon(1,2).

Kaposi’s sarcoma is about 300 times more common in AIDS
patients than in those with other immunodeficiency types, and
generally occurs in the setting of CD4 count below 150–200 cells/
mm3(1).

The diagnosis is made by means of digestive endoscopy and
biopsy. The classical endoscopic finding is represented by subepi-
thelial, reddish, ulcerative or non-ulcerative lesions(3).

Barium studies characterize polypoid lesions with smooth
contour with sizes ranging from few millimeters to 3 cm. Larger
lesions may ulcerate, giving the lesion a “bullseye” or “target”
pattern(4).

Computed tomography detects subepithelial polypoid lesions
or irregular thickening of gastric folds, which after intravenous
contrast injection show hypervascular behavior, with a more
marked enhancement than that of the adjacent mucosa in the
arterial phase due to the intense vascularization of the tumor. Ad-
ditionally, peripancreatic lymph node enlargement may be ob-
served in the porta hepatis, mesenterium and retroperitoneum in
up 80% of cases(1,3).

Kaposi’s sarcoma with visceral involvement is frequently as-
sociated with poor prognosis. The treatment includes antiretroviral
therapy, radiotherapy, and chemotherapy(5).

The authors conclude that Kaposi’s sarcoma should be con-
sidered in the differential diagnosis of hypervascular submucosal
lesions, particularly in AIDS patients.
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Acute post-tonsillectomy negative pressure pulmonary edema

Edema pulmonar agudo por pressão negativa pós-tonsilectomia

Dear Editor,

A female, 28-year patient was submitted to tonsillectomy and
developed respiratory discomfort immediately after the procedure.
At the following day, posteroanterior and lateral chest radiography
demonstrated coalescent, poorly defined opacities in both lungs,
sparing the periphery and characterizing the so called “butterfly
wing” pattern, compatible with a diffuse alveolar process. The
cardiac image was normal (Figure 1A). Three days after the pro-
cedure, without any use of medication, radiographic images (same
views) revealed the opacities disappearance (Figure 1B).

Negative pressure pulmonary edema (NPPE) represents a
rare occurrence in surgeries (0.094%), most frequently reported

in buccomaxillary-facial and oral surgeries due to the probability
of upper airway obstruction(1–3). This condition is divided into two
classes, namely, type I NPPE caused by upper airway obstruction
such as, for example, post-tracheal extubation laryngospasm,
epiglotiditis, tracheal cannula obstruction and postoperative vo-
cal cord paralysis(3–6). Type II NPPE occurs after corrective surgi-
cal procedures for chronic airway obstruction such as tonsillar
hyperplasia, sleep apnea, tumors and acromegaly(7,8). In such
cases, the treatment should be aimed at reverting hypoxia and
decreasing the pulmonary fluid volume(1–5). The prognosis is good,
with recovery at the first 24 hours.(8).

Radiographic and chest CT findings of NPPE include inter-
stitial edema progressing to alveolar edema in more severe cases.
Generally, regression of symptoms and radiological finding is ob-
served within two or three days(6). Many diseases present with
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Figure 1. A: Posteroanterior chest

radiographic image showing bilateral,

coalescent, poorly defined opacities,

characterizing the so called “butterfly

wing” pattern, which is typical of alveo-

lar process. The cardiac image is nor-

mal. These images were acquired on

the following day after tonsillectomy.

The patient presented with mild dysp-

nea. B: Posteroanterior chest radio-

graphic image acquired three days af-

ter the procedure. Complete resolution

of the alveolar process demonstrated

on the previous images.
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