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INTRODUCTION 
Abnoımal accumulatioıı of extravascular fluid in the lung pareııchyma is defiııed as pulmoııary edema. 

There are two main types: cardiogeııic aııd non-cardiogeııic pulmonaıy edema (NCPE) (1). NCPE results froın a 
pathology in wlıiclı factors other than lıigh pulınoııary capillary pressure cause protein aııd fluid accumulatioıı in 
the alveoli (2). Tlıe etiology includes acute respiratory distress syndroıne (ARDS), high-altitude pulıııonary 

edema, neurogeııic pulınonary edeına, opioid overdose, salicylate toxicity, pulınonary embolism, re-expansion 
pulmonary edeına, reperfüsioıı pulmoııary edema, aııd transfüsioıı-related acute lung injury (TRALI). Tlıe 
mortality rate varies depending on the uııderlying etiology, raııging froın 40% in severe ARDS aııd 5-10% in 
TRALI, and can reaclı up to 47% (3). Patients may present with progressive dyspııea, rales on luııg auscultatioıı, 
aııd deepeııiııg hypoxia (1). 

In this case, we aimed to describe a rare instaııce ofNCPE that developed followiııg intravenous (IV) 
iııjection ofa low-osmolar 11011-ioııic radiocontrast nıediuııı (RCM), which is rarely encouııtered in the literature. 

CASE 

A -year-old female patient had a medical lıistoıy of clıronic idney failure, lıypotlıyroidism, 
diabetes ınellitus, lıyperlipidemia, lıypertension, and colonic polyps. A contrast-enlıanced 
abdominal computed tomograplıy (CT) scan was perfoımed following IV administration of 
300 mg of iolıexol (OPA OL 300 mgl mL) due to suspicion ofa space-occupying lesion in 
tlıe liver. Ten minutes after tlıe scan, tlıe patient developed dyspnea and altered consciousness 
and was brouglıt to tlıe emergency departınent. Upon an-ival, tlıe code blue plıysician repoıted 
tlıat tlıe patient was lıypotensive. Otlıer vital signs on admission were as follows: SpO2 
witlıout supplemental oxygen: 70%, pulse rate: 7 bpm, and body temperature was normal. 
Lung auscultation revealed bilateral coarse breatlı sounds witlı rales. No s in raslı was noted. 
Oxygen supplementation was initiated via mas at 1 O L min. Suspecting an allergic reaction 
to tlıe RCM, tlıe following treatınents were administered: 0.5 mg adrenaline iM, 100 mg IV 
ınethylprednisolone, 45.5 mg pheniramine lıydrogen maleate, inlıaled oxygen, and IV 
hydration. Tlıe patient s follow-up SpO2 was %. ünce tlıe patient was stabili ed, a tlıoracic 
CT scan was perfoımed, wlıiclı revealed centrally located consolidation areas and ground­
glass opacities in botlı lungs ( igure 1). 
Laboratoıy tests slıowed decreased total protein ( .3 g dL) and albumin (3.7 g dL). Senıın 

NP (brain natriuretic peptide), lıiglı-sensitivity Troponin I, and other laboratoıy parameters 
were witlıin noımal ranges. Tlıe EC and eclıocardiograplıy slıowed no patlıology suggestive 
of isclıemic disease. Tlıe patient was adınitted to tlıe Intensive Care Unit witlı a preliminary 
diagnosis of non-cardiogenic pulmonaıy edeına. Non-invasive ıneclıanical ventilation witlı 
continuous positive aiıway pressure (CPAP) was applied. Tlıe patient s syınptoms gradually 
decreased eaclı day, and slıe was disclıarged with recoveıy after 14 days. 
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DISCUSSION 

A study repoıted that the incidence of pulınonaıy edema caused by iodinated contrast media is 0.005% 
(4). The pathogenesis ofNCPE following RCM injection is controversial. it has been suggested that 
this type of pulınonaıy edema may arise from mediator release and complement activation resulting in 
endothelial damage, or through direct damage ofthe RCM to the lungs (5, ). 

Severe adverse reactions re uiıing hospitali ation after IV injection oflow-osmolar RCM are 
rare. These reactions are divided into immediate and delayed types. Ninety-six percent of immediate 
reactions occur within 20 minutes of injection and include potentially fatal conditions such as cardiac 
anest, anaphylactic shoc , severe angioedema, and pulmonaıy edema (7). 

In the management ofthese patients, aiıway, breathing, and ciı-culation control has been 
established as the primaıy focus ( ). Subse uently, tluid resuscitation to increase left ventricular 
preload along with oxygen deliveıy via continuous positive aiıway pressure or invasive ventilation 
with positive end-expiı-atoıy pressure is recommended (5-7). Due to the controversial evidence 
regarding diuretic and vasodilator therapy and the ıis of clinical exacerbation, these medications aı·e 
not recommended. Although studies have repoıted that the effect of antihistamines, adrenaline, and 
steroids in treatment is limited, the orld Allergy Organi ation recommends adrenaline for 
anaphylaxis and anaphylactoid reactions. Additionally, there aı·e studies recommending the use of 
hydrocoıtisone in treatment due to its potential to reduce the intlammatoıy response and endothelial 
damage (4-7). 

Timely use of extracorporeal membrane oxygenation (ECMO) in the treatment of acute, 
medically unresponsive severe caı·diopulınonaıy failure following intravasculaı· RCM injection can be 
life-saving ( ). 

Consistent with the literature, we believe that our patient benefıted from adrenaline, 
hydrocoıtisone, and CPAP therapy. In conclusion, due to signifıcant changes in treatment protocols 
and considerable morbidity and moıtality rates, NCPE developing after RCM injection should be 
rapidly differentiated from caı·diogenic pulmonaıy edema and treatment 
should 

WACEM2023 FULL TEXT BOOK 
















































































































































































































































































































































































































































































































































