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= Abstract =
Fat Embolism Syndrome with Pulmonary Hemorrhage of Unknown Origin
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Fat embolism syndrome is a rare but serious complication oceurring mostly in patients with long bone fractures
and occasionally in patients who have had an underlying disease. For example, pancreatitis, diabetes mellitus,
alcoholic liver disease and connective tissue disease can be risk factors.

The 44-year old woman with a sudden dry cough, blood tinged sputum, and exertional dyspnea visited the
Korea Univerisity Hospital. Petechiae on her anterior chest wall was found. Chest X-ray and CT showed
patchy opacities and multifocal ground-glass opacities in both lung fields. An open lung biopsy demonstrated
diffuse pulmonary hemorrhage and intravascular macrovesicular fat bubbles. After conservative management,
her symptoms and radiologic findings were significantly improved.

A case of fat embolism syndrome without any known risk factors is reported. (Tuberculosis and Respiratory
Diseases 2000, 48 : 383-387)
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HAK 27 LA MRS S9Y 7ka FAaME pH
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26.7 mmol/L, 2% 3T 91.2 % G2 22
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Fig. 1. Plain chest x-ray shows nodular patch
opacities in both upper lung field fields.
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Fig. 2. HRCT shows multifocal ground glass
opacities in both lung fields.

Fig. 3. Pathologic findings of open lung biopsy.
Lung, lingular segment, left, wedge
resection. Diffuse pulmonary hemo-
rrhage and intravascular macrovesicular
multilobulated bubble, fat (H & E 400)

(anterior-upper lung field)s] 7+{ej% FE
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