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RESUMEN

El sarcoma de Kaposi (SK) en pacientes con síndro-
me de inmunodeficiencia adquirida (SIDA), ha dis-
minuido desde la introducción de la terapia antirre-
troviral altamente efectiva. Las manifestaciones más
comunes son nódulos o pápulas violáceas cutáneas.
Cuando se localiza en tráquea o bronquios, es raro
que provoque síntomas de oclusión de vía aérea
superior debido a que las lesiones habitualmente
son aplanadas o apenas elevadas.
Informamos sobre un paciente homosexual con
SIDA y lesiones cutáneas que se presentó por sín-
tomas de obstrucción progresiva de vías aéreas su-
periores de 20 días de evolución, sin antecedentes
de intubación, instrumentación o trauma traqueal,
causado por SK intratraqueal; un nódulo de cuerda
vocal y las lesiones cutáneas también fueron SK.

ABSTRACT

The frequency of Kaposi´s sarcoma (KS) in patients
with acquired immune deficiency syndrome (AIDS)

has decreased since the introduction of
highly active antiretroviral therapy. Its
commonest manifestations are cutane-
ous violaceous papulae or nodules.
When KS presents in the tracheobron-
chial tree, the lesions are usually flat or
only slightly elevated, and seldom pro-
duce symptoms of airway obstruction.
We report a case of an homosexual man
with AIDS and cutaneous lesions, admit-
ted with a 20 day’s history of progressive
upper airway obstruction without a past
history of tracheal intubation, instru-
mentation or trauma, the responsible le-
sion being an upper intratracheal KS ob-
structing about 60% of the tracheal
lumen; a vocal cord nodule and the cu-
taneous lesions were also KS.
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CASE REPORT

A 23 year old homosexual male, diagnosed 5
months before with the human immunodeficency
virus (HIV) and receiving treatment with efavirenz
(Sustiva, Bristol-Myers Squibb Co, Princeton, NJ)
and zidovudine + lamivudine (Combivir, Glaxo-
SmithKline, México, DF) presented himself to the
Emergency Department of our institution with a
twenty day's history of progressive stridor, wheez-
ing, hoarseness, dyspnea, and the appearance of
several violaceous, nodular lesions in his left
thigh; there was no past medical history of tra-
cheal intubation, instrumentation, or trauma. He
had oral thrush, an erythematous pharynx and 1
to 1.5 cm violaceous nodular lesions at the left
ear, right supra scapular region and left thigh, and
multiple erythematous papules in the thorax; the
rest of the physical examination and the chest
roentgenogram were unremarkable. Laboratory
values documented: 22 TCD4 cells/mm3, leu-
cophenia; tests for hepatitis B and C, toxoplasmo-
sis and cytomegalovirus were negative. Several
skin lesions were biopsied. He was admitted with
the suspicion of upper airway stenosis and tenta-
tively managed with saline and racemic epineph-
rine nebulizations, with improvement. The next
day, fiberoptic bronchoscopy (FB-18V, PENTAX,
Tokio, Japan) showed a violaceous nodular lesion
in the right vocal cord and a tracheal, violaceous,
bi-lobulated tumor implanted at the level of the 1st

and 2nd tracheal rings (Figure 1A, 1B), occluding
the diameter of the trachea by about 60%; the

rest of the tracheobronchial tree, although ap-
peared normal, was profusely lavaged with saline
solution. Immediately, rigid bronchoscopy
(10318, Karl Storz, Germany) was used to core
out and resect the tumor with alligator forceps,
without bleeding. The tracheal tumor, vocal cord
nodule and multiple skin lesions were diagnosed
as KS (Figure 1C). Bronchoalveolar lavage culture
grew Mycobacterium avium. His postbronchosco-
py course has been satisfactory.

DISCUSSION

In 1872, Moricz Kaposi, a dermatologist from
Hungary, described the disease bearing his name;
he characterized the tumors as violaceous, mac-
ular cutaneous lesions with irregular borders, af-
fecting predominantly the lower extremities of
elderly men. Its origin seems to be the pluripo-
tential angioblast, probably stimulated by cy-
tomegalovirus or other growth factors (oncostatin
M, gamma interferon, interleukin (IL)-1, IL-6, IL-
8, tumor necrosis factor, vascular endothelial
growth factor).1

This entity, Kaposi’s sarcoma (KS), is observed
about 20 times more frequently in homosexual
men, and is the acquired immunodeficency syn-
drome (AIDS)-related most common malignancy
and the second most common AIDS associated
disease.

Pulmonary KS affecting the parenchyma, pleu-
ra or tracheobronchial tree presents in 47-75% of
patients with cutaneous disease; the lung involve-

Figure 1. A) Images obtained at bronchoscopy; there is an obstructing lesion, about 60%, at the entrance
of the trachea; B) Lesion at the vocal cord, C) Neoplasm characterized by multiple vascular channels, spin-
dle cells with atypical mitosis and extravasated erythrocytes (40XX).
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ment occurs late in the course of the disease.2

Dyspnea, cough, chest pain, hemoptysis and
wheezing can occur as presenting symptoms.
Frequently, a concomitant infection due to Pneu-
mocystis jiroveci or Mycobacterium avium is
present.3

Tracheobronchial KS in AIDS patients is not
common, and generally occurs in patients with
CD4 count below 100 per cubic millimeter.4 KS
lesions in the tracheobronchial tree may vary
from flat, violaceous, vascular appearing purple-
red raised nodules, or diffuse wall thickening.2

Exceptionally, a growth significant enough to
cause airway obstruction is found. In the larynx,
the supraglottic location is the most common site
causing difficulty of the airway (65%), followed
by glottic (47%) and subglottic (18%) disease.5,6

In this paper, we report a case of tracheal and
vocal cord SK that obstructed the airway and pre-
sented as tracheal stenosis which was treated by
resection with immediate improvement of symp-
toms and no complications. The complications
reported for KS of the upper airways are exces-
sive bleeding, the need for urgent tracheostomy
to preserve a patent airway, and death which for-
tunately did not occur in this patient.7

Pathologic examination shows KS tumors to be
composed of spindle cells, extravasated erythro-
cytes between the stromal cells, multiple irregu-
larly shaped vascular spaces lined by pleomorphic
cells and inflammatory infiltrate.8

Biopsy of the airways is not always necessary,
unless there are atypical lesions or absence of the
cutaneous manifestations of KS,1 but the accuracy
by fiberoptic bronchoscopy may not be high be-
cause of the patchy distribution and deep loca-
tion of the tumor.9 In this case, the resected
specimen of the severely obstructed airway was
sent for examination and the diagnosis made at
the same time as that of the skin lesions. The use of
alligator forceps to resect tissue may increase the
risk of bleeding.3

Although in good condition at the present
time, the overall survival after the diagnosis of
bronchopulmonary involvement has been report-
ed from 4 to 6 months.10
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