
Acquired immunodeficiency syndrome (AIDS) is a life
threatening condition  which is distributed worldwide.
Kaposi sarcoma is the most common malignancy in
AIDS patients, and cutaneous Kaposi sarcoma is fre-
quently the initial manifestation of the disease (1).
Kaposi sarcoma associated with human immunodefi-
ciency virus (HIV) is usually widely distributed on the
skin and may also be widely disseminated internally,
frequently with pulmonary involvement (2). Although
Kaposi sarcoma of the skin has been described in the
Korean literature (3), the radiologic and pathologic find-
ings of Kaposi sarcoma involving the lung has not, to our
knowledge, been reported. We describe the case of an
AIDS patient in whom Kaposi sarcoma had affected the
lung. 

Case

A 42-year-old man presented with abdominal pain,

first experienced six months earlier. A homosexual, he
was known to have been HIV-positive since 1998. He
had small, raised reddish-purple skin nodules, and skin
biopsy revealed cutaneous Kaposi sarcoma. He suffered
from dysphagia and melena, presumed fungal esophagi-
tis, and upper gastointestinal bleeding. On admission,
his CD4 level was 10 cells/mm3, and extensive strawber-
ry-like mucosal elevation was noted at gastroscopy.
Colonoscopy revealed the presence of hyperemic, lobu-
lated, sessile mucosal elevation in the terminal ileum.
Endoscopic biopsy of this region demonstrated Kaposi
sarcoma. During hospitalization, dyspnea developed
and worsened, and was accompanied by coughing.
There was, however, no hemoptysis. The findings of ar-
terial blood gas analysis were 7.5-30 mmHg-84 mmHg-
24 mmol/L (pH-pCO2-pO2-HCO3) when the oxygen sup-
ply was 5 L/min via a nasal prong.

Chest radiography revealed nodular and linear infil-
trates, with perihilar and basal distribution (Fig. 1A).
Contrast-enhanced and high-resolution CT (HRCT)
demonstrated irregular and ill-defined peribronchovas-
cular nodules and interstitial thickening, interlobular
septal thickening, enlargement of the subcarinal lymph
nodes, and bilateral pleural effusion (Figs. 1B, 1C).

Severe dyspnea persisted, and there was respiratory
failure. No microorganism was isolated from a sputum
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smear and culture, however, and serum was positive
only for cytomegalovirus-IgG. Cocktail therapy was be-
gun, leading to transient improvement of dyspnea. This
became severe, however, and was accompanied by
coughing, and there was also massive melena.

The patient died due to sustained respiratory failure,
and histologic examination of the tissue obtained at lung
necropsy revealed the involvement of Kaposi sarcoma
(Fig. 1D).

Discussion

The prevalence of HIV infection in South Korea has
been estimated at 0.01% (presumed total number of
HIV-infected individuals: 3100). The major mode of
transmission is sexual, heterosexual contact accounting
for 67% of all HIV cases, and homosexual contact, 12%
(4).

In patients with known disseminated Kaposi sarcoma,
pulmonary involvement has been found in 20-40% of
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Fig. 1. A 42-year-old man with disseminated Kaposi sarcoma .
A. Chest radiograph shows diffuse nodular opacities and linear interstitial infiltration.
B. Thin-section CT scan obtained with lung window setting demonstates irregular and ill-defined peribronchovascular nodules
(long arrows), peribronchovascular interstitial thickening (short arrow) and interlobular septal thickening (arrowheads).
C. Bilateral pleural effusion and enlargement of subcarinal lymph nodes (arrow) are noted on contrast-enhanced CT scan obtained
with mediatinal window setting.
D. Light microscopic examination of the lung (H-E stain, ×400 ) shows elongated spindle cells are separated by slits containing red
blood cells, which is consistent with microscopic appearance of Kaposi sarcoma.



cases diagnosed during life, but the incidence at autopsy
may be as high as 50% (5).

Disseminated Kaposi sarcoma may involve any organ
system, including the lung, but the gastrointestinal tract
and lymph nodes are most frequently affected. It ap-
pears that pulmonary Kaposi sarcoma in the absence of
cutaneous involvement is rare. Because involvement of
the tracheobronchial tree is relatively frequent, and the
lesions are highly vascular, hemoptysis is common (2).

The plain radiographic findings in pulmonary Kaposi
sarcoma are nonspecific. A complicating factor is that
the condition often coexists with opportunistic infec-
tions, though the severity of pulmonary infiltration by
Kaposi sarcoma is not subject to significant day-to-day
fluctuation, as may be the case with pulmonary edema
or pulmonary opportunistic infections, and the plain ra-
diographic findings may be normal even in the presence
of diffuse parenchymal disease seen at biopsy or autop-
sy (6).

Focal segmental or lobar infiltrates usually represent
parenchymal Kaposi sarcoma, but if endobronchial, the
condition may result in atelectasis or postobstructive
pneumonia (7). Diffuse linear interstitial opacity and dif-
fuse nodular shadowing with perihilar predominance
may also be present, and the changes which occur
show considerable overlap and coalescence (8).

Chest CT scans may be sufficiently characteristic to
strongly suggest a diagnosis of pulmonary Kaposi sarco-
ma (7). The typical CT features, described in a study by
Hartman et al. (9), include irregular and ill-defined peri-
bronchovascular nodules (seen in 85% of cases), consoli-
dation (35%) or ground glass opacity (23%), interlobular
septal thickening (38%), pleural effusion (35%), and
lymphadenopathy (50%). Thus, an AIDS patient with
cutaneous Kaposi sarcoma as well as diffuse pulmonary
infiltration, pleural effusion, or hilar and mediastinal
lymphadenopathy, or a combination of these, may have
intrathoracic Kaposi sarcoma, the probability of which
increase if other organ systems such as the gastrointesti-
nal tract are involved (2). In AIDS patients, however, a
number of other diseases may be associated with the
presence of pulmonary nodules, including lymphoma,
bronchogenic carcinoma, Pneumocystis carinii pneumo-
nia, tuberculosis, nontuberculous mycobacterial infec-
tion, and bacterial, fungal or viral infections (9). In pa-

tients with AIDS in whom multiple pulmonary nodules
are revealed by CT, nodule size and distribution are use-
ful in the differentiation of potential causes. Nodules
smaller than 1 cm, especially those whose distribution is
centrilobular, are typically infectious, and those larger
than 1 cm are often neoplastic. Peribronchovascular dis-
tribution is suggestive of Kaposi sarcoma (10).

In conclusion, although the plain radiographic find-
ings of pulmonary Kaposi sarcoma are nonspecific, pul-
monary involvement of the condition should be includ-
ed in the differential diagnosis of AIDS patients with dif-
fuse pulmonary infiltration. If supplementary CT or
HRCT reveals characteristic features such as the peri-
bronchovascular distribution of nodules larger than 1
cm, with bilateral pleural effusion or hilar and mediasti-
nal lymphadenopathy, there is sufficient to indicate the
most likely differential diagnosis. Evidence of cutaneous
Kaposi sarcoma, or its presence in the gastrointestinal
tract, increase the likelihood of its diagnosis, as does the
exclusion of microorganisms by culture of respiratory
specimens.
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후천성면역결핍증후군환자에서의폐의카포시육종:
방사선과학및병리학적소견1

1서울대학교의과대학방사선과학교실

김승호·구진모·이준우·정명진·이유진·임정기

카포시육종은후천성면역결핍증후군에서의가장흔한악성종양이다. 파종성카포시육종은인체의어느기관에도발

현될수있다. 한국에서는아직까지후천성면역결핍증후군환자에서폐에발현된카포시육종의증례보고가없었다. 저

자들은부검으로확진된폐의카포시육종1예를보고하고자한다.


