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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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Mammographic artifact leading to false-positive result

Artefato em mamografia causando resultado falso-positivo

Dear Editor,

A female, 75-year-old was referred by another service with
previous screening mammogram demonstrating clustered pleo-
morphic microcalcifications in the superolateral quadrant of her
left breast, classified as highly suspicious mammographic find-
ings (BI-RADS category 5), to be submitted to mammography-
guided needle localization followed by excisional biopsy of the
suspicious lesion.

A new mammography demonstrated an apparently benign
nodule already present and stable in relation to the findings of the
previous mammogram, besides the presence of clustered pleo-
morphic microcalcifications, both findings located in the supero-
lateral quadrant of the left breast. The finding of suspicious micro-
calcifications drew attention for being a round-shaped cluster
(Figures 1A and 1B).

A new assessment detected a skin nevus with irregular sur-
face presenting with talc residues in the lesion fissures. Once the
lesion was marked with a metal clip, a new mammographic im-
age revealed that the microcalcifications corresponded to artifacts
related to the talc residues present on the dermal nevus surface
(Figures 1C and 1D). The mammogram was reclassified as be-
nign mammographic findings (BI-RADS category 2) and the pa-
tient was referred for follow-up at the public basic health network.

Except for non-melanoma skin tumors, breast cancer is the
most frequent neoplasm with high mortality in women in Bra-
zil(1). Mammography is the main imaging method for the early
diagnosis of breast cancer; and the analysis of the differences be-
tween normal breast tissue and suspicious findings requires high
imaging quality for early detection of lesions(2–9). In addition, the
presence of imaging artifacts reduces the sensitivity and specific-
ity of imaging methods, masking or mimicking the diagnosis of
initial-stage lesions and leading to the adoption os inappropriate
approaches.

radiological sings of diffuse alveolar process but this is not a spe-
cific finding in any of them(9). In the present case, the patient was
healthy, with no comorbidity at the immediate postoperative pe-
riod following upper airway surgery (tonsillectomy), presenting
spontaneous resolution in only three days. Despite the nonspeci-
ficity of the radiological pattern, the preoperative history of the
patient and the prompt resolution allowed for ruling out other
causes, and NPPE was the only remaining possible diagnosis.
Thus, the authors considered to be unnecessary to proceed with
the diagnostic investigation with other imaging methods and labo-
ratory tests.
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Figure 1. A,B: Mediolateral oblique and craniocaudal views of left breast showing a partially calcified nodule (circle) and a cluster of pleomorphic microcalcifications

(arrow) located in the superolateral quadrant of the breast. C,D: Metal clip on the dermal nevus with talc residues in its fissures, and craniocaudal view of the left breast

demonstrating that the cluster of microcalcifications corresponded to talc residues.
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