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Table 1 Laboratory data
Hematology Microbial examination
WBC 8,220/l B-D glucan 23.0 pg/ml
Neut 8,031/ul Aspergillus Ag negative
Lymp 140/ul Cryptococcus Ag negative
CD4 12/ul CMV ppb5 Ag 38 cell
HGB 84 g/dl Streptococcus pneumoniae UA negative
PLT 221 x10°/ul Legionella pneumophlia UA negative
Influenza virus NA negative
Biochemistry Blood culture negative
Alb 14 g/dl
AST 771U/L Intratracheal aspiration
ALT 5710/L Smear and culture
LDH 8491U/L Acid-fast bacillus smear and culture negative
T-Bil 0.5mg/dl Fungal culture negative
Cr 0.64 mg/dl CMV culture positive
BUN 11 mg/dl Mycoplasma pneumoniae PCR negative
CRP 12.88 mg/dl Chlamydophila pneumoniae PCR negative
Legionella pneumophila PCR negative
Serology Cxiella burnetit PCR negative
BNP 38.3 pg/ml Pneumocystis jirovecii PCR positive
KL-6 7,726 U/ml Adenovirus PCR negative
sIL-2R 1,360 U/ml
PR3-ANCA <10EU
MPO-ANCA <10EU
HIB-RNA 780,000 copies/ml
HIV-1 Ab/WB positive
HIV-2 Ab/WB negative

Ab, antibody; Ag, antigen; NA, nasopharyngeal; PCR, polymerase chain reaction; UA, urinary antigen; WB, Western blot.
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Fig. 1 An anteroposterior chest radiograph in the su-
pine position, obtained with portable equipment,
shows ill-defined diffuse opacities of both lungs on ad-
mission.
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Fig. 2 (A) High-resolution computed tomography
(HRCT) shows diffuse ground-glass opacities accom-
panied by intralobular septal thickness in bilateral
lung field. (B) The reticular shadows are more dis-
tinctly observed in the lower dorsal portion of both
lungs.

Fig. 3 A histopathological examination of the right
lower lobe demonstrates diffuse alveolar damage
characterized by fibrin deposition and the organizing
process in the alveolar ducts and alveoli [hematoxy-
lin-eosin (HE) stain].
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Fig. 4 Pneumocystis jirovecii is observed as gray-to-

black cysts in the alveolar exudate (Grocott stain).

Fig. 6 The proliferation of elongated spindle-shaped
cells embeds abnormal vascular slits, some of which
contain red blood cells (HE stain, the high-power
view).
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Fig. 5 A histopathological examination reveals multi-
ple nodular lesions of variable sizes in both lungs (HE
stain, the low-power view).
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Abstract

A case of AlDS-related lung Kaposi’s sarcoma requiring a differential
diagnosis from diffuse ground-glass opacities

Ayako Shiono? Takashi Hirama? Tomohiko Mio? Ling Jin®, Makoto Nagata?,
Koichi Hagiwara® and Minoru Kanazawa®
#Department of Respiratory Medicine, Saitama Medical University
>Department of Pathology, Saitama Medical University

Kaposi's sarcoma (KS) is one of the diseases related to acquired immunodeficiency syndrome (AIDS) and
the most common malignant tumor in patients with human immunodeficiency virus (HIV) infection. The high-
resolution computed tomography (HRCT) may show characteristic images and may help us make a diagnosis of
lung KS. We report a 33-year-old man with AIDS showing diffuse ground-glass opacities (GGO) in chest comput-
ed tomography (CT). We performed a series of tests, including HIV testing (Western blot method and viral
RNA), B-D glucan, Preumocystis jirovecii PCR of the intratracheal aspiration, and HRCT. They showed diffuse
GGO accompanied by intralobular septal thickness in bilateral lung field. Accordingly, he was diagnosed as hav-
ing AIDS-related P. jirovecii pneumonia. Despite prompt initiation of the treatment, the patient succumbed to
pneumonia 26 days after hospitalization. The pathological examination in an autopsy revealed multiple nodular
lesions of variable size in both lungs, which were not detectable by HRCT. A proliferation of elongated spindle-
shaped cells embedding abnormal vascular slits was observed, and we made a diagnosis of the primary lung KS.
This is the first report of primary lung KS without preceding lesions in other organs and showing GGO on
HRCT. This case emphasizes the need to include lung KS in differential diagnosis when patients with AIDS pres-
ent GGO in chest CT.



