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Abstract: 

This is a report of a rare presentation known as Re-Expansion Pulmonary Edema (REPE) which arises as 

an iatrogenic complication of excessive drainage of thoracic volumes (i.e. pleural effusion). The patient of concern 

here is a 44-year-old female with metastatic breast cancer on the left side who presented to the emergency 

department with worsening of cough and shortness of breath. Abnormal findings were noted upon auscultation of 

the patient's chest. Radiographs showed opacity on the left side which was identified as pleural effusion. Most of the 

fluid (> 1000 ml) was drained with a pigtail insertion and the patient's condition improved. However, the patient's 

respiratory symptoms relapsed in the following few hours and drainage had to be done again but with a few less 

milliliters (< 1000 ml) in accordance with an American college recommendation. This resulted in improvement in 

the patient's status with no relapses of cough or shortness of breath and the patient was managed successfully and 

discharged home. 

Corresponding author:  

Ali Mohammed Alyami, 

King Khalid National Guard Hospital, Jeddah, Saudi Arabia 

 

 

 

 

Please cite this article in press Ali Mohammed Alyami et al., Re-expansion pulmonary edema (REPE): A case 

report., Indo Am. J. P. Sci, 2019; 06(02). 

 

   

 

 

QR code 

 
 

http://www.iajps.com/


IAJPS 2019, 06 (02), 3873-3878              Ali Mohammed Alyami et al               ISSN 2349-7750 
 

 
 

w w w . i a j p s . c o m  
 

Page 3874 

INTRODUCTION: 

This case involves a 44-year-old female 

patient with a known metastatic breast cancer who 

underwent several courses of chemotherapy before 

developing recurrent pleural effusion in her left lung 

further complicated by pigtail insertion causing re-

expansion pulmonary edema (REPE). REPE is a rare 

iatrogenic complication with a low incidence of 0 to 

1% reported in most studies [1]. Given the rarity of 

this condition, we believe that reporting this case 

along with its details of diagnosis and management 

will be of benefit to the medical literature and 

practice.  

CASE REPORT: 

This is a 44-year-old lady with known 

metastatic left breast cancer on chemotherapy. The 

complications arising from the patient's malignant 

condition (i.e. febrile neutropenia, mucositis, etc.) 

rendered her a frequent visitor of the emergency 

department. One day the patient presented to the ER 

and while obtaining her medical history, she reported 

having shortness of breath and worsening of cough. 

Upon physical examination, no abnormal findings 

noted except for absent air entry on the left side. 

Imaging with x-rays was done and showed moderate 

left side pleural effusion (Figure 1). The medical 

team decided to admit the patient and relieve the 

effusion with the insertion with a pigtail catheter. The 

procedure was carried out successfully(1100 ml of 

fluid was drained),the patient's condition improved, 

and the shortness of breath subsided. An X-ray was 

done afterwards and showed slight, residual volume 

of the effusion (Figure 2). However, in the following 

few hours, the patient's condition deteriorated: the 

shortness of breath relapsed, and she was tachycardic 

and tachypnic. Chest X-ray was done and showed 

opacification of the entire left hemithorax (Figure 3). 

The diagnosis of REPE was made and managed with 

pigtail insertion. However, due to the recurrent nature 

of REPE in this patient and due to the pain associated 

with pigtail insertion, colleagues at thoracic surgery 

were consulted for the possibility of performing 

pleurodesis which was advised against due to the 

f the patient and her ition omalignant cond

chemotherapeutic schedule. The medical team then 

decided to keep managing the patient's condition with 

t of drainage npigtail insertion but with less amou

which improved the patient's condition (800 ml) 

lapse of symptoms.the re significantly and stopped 

DISCUSSION: 

REPE is an iatrogenic complication which 

could occur during the reinflation of a collapsed lung 

or deflation [2].It is a syndrome that could manifest 

as pulmonary edema clinically and radiographically 

following the drainage of large (more than 1.5 L) 

thoracic volumes of fluid [3].In our case here, 1100 

ml of volume was drained initially.The incidence of 

this syndrome is not exactly known, and it 

demonstrates a lack of consensus in the medical 

literature. It is estimated to lie within the range 

of0.9% to 14% in patients with spontaneous 

pneumothorax [2]. However, two studies conducted 

on patients with spontaneous pneumothorax (400 and 

375 cases respectively) reported no cases of REPE 

[5]. This scarcity of data is even more pronounced in 

the Saudi medical context due to the fact that no 

local/regional results were found upon our research 

of the literature. We believe that this strongly attests 

to the importance of reporting this case. 

Moreover, the pathophysiology and risk 

factors of REPE are of a particular interest and, 

hence, our report. It has been postulated that REPE 

develops with increased vascular permeability caused 

by reperfusion damage by free radicals and by 

parenchymal changes at the histological levels  

thraces, young patients, e pnemo.Patients with larg3

patients with lung collapse for over a week, and those 

requiring the drainage of over 3 L of pleural fluid are 

at risk of developing REPE [1]. Patients often show 

signs of rapidly-progressing dyspnea and tachypnea 

which was the case with our patient. Other symptoms 

include productive cough, hypotension, tachycardia, 

fever, cyanosis, chest pain, nausea, and vomiting. 

Initially, 1100 ml of fluid was drained from our 

patient before her condition relapsed several hours 

afterwards.  

REPE is diagnosed with X-ray radiographs. 

Several Studies of REPE have been reviewed; all of 

which employed X-rays for the diagnosis of REPE. 

The X-rays showed acute pulmonary edema in the 

affected lungs [2,3,5] which was the case with our 

patient as well. REPE is usually self-limiting and a 

lot of patients recover within a week. However, some 

cases require supportive management consisting of 

oxygen or CPAP support, diuretics, steroids, and 

ionotropics. Other cases require more invasive 

techniques (for example, pigtail drainage) such as the 

case in our patient. This type of medical intervention 

is not alien to the literature. The lack of consensus 

here is concerned with the question of "how 

much?"The British Thoracic Society guidelines 

suggest 1.5 L of pleural fluid be drained at a time 

[1,6] which proved less successful in comparison to 

the recommendation of an American College of 

Chest Physicians which advises to drain not more 

than 1 L of fluid at once [5]. Our management went 

more in line with the latter recommendation. 
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Figure 1: initial chest x-ray of the patient 
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Figure 2: post-drainage chest x-ray 



IAJPS 2019, 06 (02), 3873-3878              Ali Mohammed Alyami et al               ISSN 2349-7750 
 

 
 

w w w . i a j p s . c o m  
 

Page 3878 

 

Figure 3: redemonstration of REPE 

 


