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Chronic cough, dyspnea/shortness of breath, and 
hemoptysis are a constellation of symptoms that lead 
to an extensive differential diagnosis . There are an 
infinite  number of diseases causing  these  vague 
symptoms. Exogenous lipoid pneumonia is a rare 
cause of pneumonia which should be considered 
when the patient fails to respond to conventional 
treatments  or  if risk factors are identified. One such 
factor would be the use of inhalation or ingestion of 
petroleum jelly, mineral oils, or “nasal drops” which 
should raise our index of suspicion to the possibility 
of this rare and often missed diagnosis. 

Introduction

Initial Presentation

Day 1: PE in emergency department revealed severe dyspnea with a respiratory rate of 24 and oxygen saturation of 86% 
with bilateral pleural effusions and diffuse infiltrates on imaging secondary to CAP vs acute CHF exacerbation. Rapid COVID 
PCR via nasopharyngeal swab was negative. He was given furosemide IVP and was started on Vancomycin, Cefepime, and 
Doxycycline. Initially , it was believed his symptoms were secondary to CHF, but the patient had little response to diuretics 
and his hypoxemia worsened, requiring non-rebreather. He was changed to a BiPAP mask and was transferred to the ICU. 
The BiPAP was discontinued and he was placed on AirVo at 60L with a FiO2 of 65%. Pulmonary consultation was requested. 
Day 2: Patient underwent ultrasound guided left thoracentesis with interventional radiology where 900 mL fluid was drained 
which led to only marginal improvements in his oxygenation. He developed a small pneumothorax and began having 
worsening bilateral infiltrates on CXR which appeared to be worsening PNA with possible ARDS. TTE revealed EF of 65-70% 
with evidence of pulmonary hypertension. 
Day 3: Patient’s renal function began to decline so diuresis was held. A repeat COVID 19 PCR was found to be negative as 
well as a negative respiratory PCR. His oxygen needs continued to worsen leading to increasing his FiO2 to 80%. On farther 
questioning, the patient admitted to using Vick’s Vapor Rub extensively inside nostrils for several weeks. The diagnosis of 
Exogenous Lipoid Pneumonia was made from his history and presentation. The lipoid pneumonia was thought to be caused 
by chronic reflux of vapor rub from nostrils. Antibiotics were discontinued and patient was placed on IV steroids.
Day 6: Patient’s oxygenation status began to improve and FiO2 was slowly weaned from 80% down to 40%. Bilateral 
infiltrates on CXR slowly improved. BAL revealed lipid-laden Macrophages supporting the diagnosis of lipoid pneumonia. He 
was then transferred to the med/surg floor. 
Day 11: Patient rapidly decompensated and had to be placed on 60L with FiO2 of 95%. CXR revealed worsening bilateral 
diffuse infiltrates which suggested lipoid pneumonia superimposed on pulmonary edema secondary to ARDS. The patient 
became unresponsive and it was decided by family and the medical team to transfer patient to in-hospital hospice services 
for comfort measures. 
Day 12: Patient was placed on comfort care and died shortly after. 

Hospital Course
Exogenous Lipoid Pneumonia results from an 
accumulation of lipids in the alveoli from inhalation 
or aspiration of some lipid source. The most common 
source is mineral oil, usually being taken for 
constipation. However, it can also form after 
aspirating petroleum jelly or even on rare occasion, 
vapor rub placed in the nostrils. After the substance 
makes its way into the lungs, it elicits a foreign body 
reaction which leads to proliferative fibrosis in the 
lungs. Symptoms usually have an insidious onset and 
mimics chronic interstitial lung diseases. It is very 
difficult to recognize this rare form of pneumonia 
unless the practitioner is very diligent and has a high 
degree of suspicion. Diagnosis is very difficult due to 
radiological findings being very non-specific; 
however, it can be confirmed by demonstrating the 
presence of lipid-laden macrophages after a BAL or 
biopsy from the lung lesion. The primary treatment is 
supportive therapy with the most important factor 
being removal of causative substance. Most 
pulmonologist agree that corticosteroids may 
improve prognosis, especially if the patient develops 
ARDS. 

Discussion

The clinical case presented here shows the 
importance of recognizing lipoid pneumonia and 
considering exogenous lipoid pneumonia in your 
differential in patients presenting with recurrent 
pulmonary infiltrates who do not respond to 
traditional treatments. Patients will often not report 
the use of offending agents unless prompted by the 
practitioner. There is no single clinical feature that 
will lead to the diagnosis; however, with the ability to 
recognize specific relevant history questions, paired 
with appropriate clinical findings  and investigations 
the diagnosis can be made . This should be followed 
swiftly by removal of offending agent and beginning 
appropriate treatment.

Conclusions

A 90-year-old male with a past medical history of 
Atrial Fibrillation and carotid artery stenosis 
presented to the Emergency Department with 
shortness of breath and a productive cough after 
being seen 1 hour earlier for a routine echo and 
carotid ultrasound with cardiology. He was feeling 
too ill to return home after his appointment. He 
reported a productive cough for the past two days 
and mild shortness of breath for the past few weeks 
that acutely worsened 2 days prior to presentation. 
He reported worsening orthopnea and dyspnea on 
exertion with decreased exercise tolerance less than 
100 feet as well as progressive weakness . He denied 
any chronic cough at baseline or history of lung 
disease. He denied any fevers or sick contacts but 
reported chronic poor appetite. No recent travel 
history.

His past medical history included: Atrial Fibrillation, 
carotid artery stenosis, hypertension, CKD3b, BPH, 
diet-controlled DM2, and history of a CVA 10 years 
ago with residual weakness in LLE. Surgical history 
was significant for appendectomy, bilateral carotid 
arteries stents, and pacemaker placement after 
episodes of bradycardia. He was a retired military 
mechanic who lived with his wife in an assisted living 
facility. He was a former 1 PPD cigarette smoker for 
30 years but quit smoking > 40 years ago. 

Clinical Images

Figure 1. CXR Day 1 Figure 2. Chest CT Day 1 showing 
bilateral Pleural Effusions

Figure 3. Post thoracentesis CXR Figure 4. CXR Day 12

Lipid-Laden Macrophages in 
Lipoid Pneumonia

CT showing interstitial 
infiltrates and “ground 

glass” appearance of lipoid 
pneumonia
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