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Four Fatal Cases of Amiodarone-Induced Pulmonary Toxicity
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The lungs are frequently the site of adverse drug reactions because of their higher oxygen concentration,
the distinctive properties of the pulmonary circulation, and the close proximity of the alveolar epithelium to
the blood. Amiodarone, an iodinated benzofuran derivative, is an effective antiarrhythmic drug commonly
used for refractory tachyarrhythmia. However, it has a wide range of adverse effects, the most serious of
which is lung disease. Most patients present with the insidious onset of dyspnea and a nonproductive
cough, and generally recover after withdrawing the drug. We recently experienced four fatal cases of
amiodarone pulmonary toxicity. Therefore, we discuss these unusual drug-induced pulmonary toxicity
cases with a review of the relevant literature. (Tuberculosis and Respiratory Diseases 2002, 53:662-672)
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— Four fatal cases of amiodarone-induced pulmonary toxicity —
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Fig. 1. Case 1. A. Chest X-ray obtained on admission, showing increased alveolar and
interstitial opacities on the right whole lung fields and the left lower lung field. B.
CT-scan lung windows showing increased alveolar and interstitial opacities and a
spontaneous pneunothorax.
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Fig. 2. Transbronchial lung biopsy specimen of case 1. A. Organizing stage diffuse alveolar
damage showing foam cells surrounded by inflammatory cells (H&E, A. X< 100).
Ilectron micrograph of alveolar macrophages and type II pneumocytes containing many
lamellar bodies (B. X 2,500).
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Fig. 3. Case 2. A. Photograph obtained on admission, showing an increased opacities on right
middle and lower lung fields. B & C. CT-scan lung windows obtained on admission
showing an increased attenuation of a consolidative lesion at the right lower lung (B)
and increased liver attenuation (C) on the precontrast phase.
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Fig. 4. Case 3. A. Chest X-ray showing multifocal patchy areas of ground-glass opacity
scattered in both lung fields. B. High resolution CT scan of the chest showing increased

liver attenuation on the precontrast phase.

Fig. 5. Transhronchial lung biopsy specimen of case 3. A. Foamy alveolar macrophages with
finely vacuolated cytoplasm (H&E. x400). B. Electron micrograph of the alveolar

macrophage containing lamellar inclusions. (X 10,000).
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Fig. 6. Case 4. A. Chest X-ray showing bilateral pulmonary consolidations and effusion. B. CT
scan of the chest showing increased attenuation of the lung parenchymal consolidations
and the liver on the precontrast phase.
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