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Clinical Presentation  
 
A 75-year-old male with a history of a hemato-oncological disease develops cough 
and fever four hours after receiving two units of allogeneic blood transfusion. The 
patient presented hypoxemia: PaO2/FiO2 ‹300 with no evidence of left auricular 
hypertension.  
   
Image findings  

 
A CT scan of the chest showed bilateral perihilar ground glass opacities and 
interlobular septal thickening consistent with a “crazy paving” pattern (figure 1). It 
was interpreted as an inflammatory-infectious condition, and the patient was 
treated with broad spectrum antibiotics. 72 hours later, the patient developed fever, 
tachycardia, tachypnea, and dyspnea. A new CT scan was performed, revealing 
progression of the diffuse pulmonary disease, without pleural effusion. These 
findings were compatible with acute lung injury. 
The recent history of transfusion prompted a diagnosis of transfusion-related acute 
lung injury (TRALI). Supportive treatment with oxygen was administered, and the 
patient evolved favorably after 96 hours, being afebrile with notable improvement 
of the ventilatory function (figure 2).  
 
 



Discussion  

 
Transfusion-related acute lung injury (TRALI) is a rare disease. There are various 
hypotheses which attempt to explain its physiopathology. One of them is based on 
implicated donor’s antibodies that attack the recipient’s leucocyte receptors. The 
infusion of donor’s anti-HLA (human leukocyte antigen) and anti-HNA (human 
neutrophil antigen) antibodies cause direct complement activation, resulting in 
neutrophil migration to the lungs followed by their activation and release 
of cytotoxins. This produces endothelial damage and increases capillary 
permeability.  
The imaging findings of this disease are related to non-cardiogenic pulmonary 
edema producing bilateral parenchymal infiltrates. These can rapidly progress, 
closely resembling acute respiratory distress syndrome (ARDS). TRALI is 
characterized by its rapid onset, generally 6 hours after a transfusion. There is 
spontaneous clinical improvement once pulmonary injury is resolved. This 
condition is one of the three main causes of death related to transfusion, along with 
ABO incompatibility and bacterial contamination.  Prognosis depends on the 
severity of lung injury. Mortality varies between 5-25%.  
 

Conclusion 

TRALI is a rare and relatively unknown syndrome. There is an acute onset of 
clinical presentation. Recent history of transfusion and imaging manifestations 
should suggest its diagnosis.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

   

Figure 1  

Axial high-resolution CT scan (pulmonary parenchymal window) 8 hours after 
onset of symptoms. There is diffuse pulmonary involvement, characterized by high 
density “ground glass” opacities with symmetric distribution associated with subtle 
interlobular septal thickening.  
 
 
 
 
 



 
 

 

 

 
 

   

Figure 2  
Follow up CT of the chest (96 hours after onset of symptoms) demonstrated 
almost complete resolution of pulmonary involvement. Subtle “ground glass” 
opacities remain in both lungs.  
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