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Case Presentation
A 55-year-old male visited our emergency department with complaint of typical chest pain for a half hour. The patient had old pulmonary tuberculosis which was completed treated. A twelve -lead electrocardiogram showed ST-segment elevation over leads V2 to V4. The pulse rate was 74 beats/min, blood pressure was 156/56 mmHg, and physical examination revealed a bilateral end inspiratory wheezing. These signs and symptoms suggested Killip I anterior wall ST elevation myocardial infarction (STEMI). The initial chest X-ray revealed infiltration over bilateral upper lung field. The white blood cell count was 15,390/μL, hemoglobin was 14 g/dL, platelet count was 296 /μL, aspartate aminotransferase was 23 IU/L, glutamate-pyruvate transaminase was 20 IU/L, blood urea nitrogen was 15.6 mg/dL, serum creatinine was 1.23 mg/dL, random sugar level was 135 mg/dl, concentrations of Na, and K were 138 and 3.1 mmol/L, concentrations of serum creatine kinase (CK) and myocardial bound CK (CK-MB) were 94 and 4.9 U/L, troponin-I concentration was 0.03 ng/mL, C-reactive protein (CRP) was 0.9 mg/L, cholesterol was 230 mg/dL and low-density lipoprotein cholesterol was 172 mg/dL. About an hour after the onset of chest pain, primary percutaneous coronary intervention (PCI) was performed. The coronary angiography revealed one vessel disease and total occlusion of proximal left anterior descending artery. The successful recanalization was performed by thrombus aspiration, balloon angioplasty and bare-mental stent implantation. The left ventriculography showed normal regional wall motion and left ventricle ejection fraction was 75%. 
However, 18 hours after primary PCI, the patient had an acute onset of dyspnea and oxygen desaturation. The chest X-ray revealed rapidly progression of bilateral opacities. The laboratory data showed brain natriuretic peptide (BNP) was 12.7pg/ml. Bedside transthoracic echocardiography showed normal regional wall motion and left ventricular systolic function. The patient supported by mechanical ventilation and his arterial partial pressure of oxygen/fraction of inspired oxygen (PaO2/FiO2) ratio was less then 200mmHg (165.7mmHg) under positive end-expiratory pressure (PEEP) 8cm H2O. Based on chest x-ray, PaO2/FiO2, and echocardiography, the patient was diagnosed acute respiratory distress syndrome (ARDS). Possible etiologies causing ARDS were surveyed. The patient had no usual causes of ARDS such as infection, aspiration, trauma, shock, or drug reactions. Therefore, in the presented patient, we suggested that the possible etiology of ARDS might be caused by STEMI. Despite of aggressive treatment and setting of ventilator with high PEEP and low tidal volume strategy, he had ventilator associated pneumonia and multiple organ failure. Unfortunately, he was mortality 3 weeks later after hospitalization.  
Discussion

ARDS is characterized by acute-onset dyspnea, diffuse bilateral pulmonary infiltration on chest x-ray, PaO2/FiO2 ≦ 300 with PEEP ≧ 5cm H2O and exclusion of cardiogenic hydrostatic edema. Without measurement of pulmonary capillary wedge pressure, we used left ventriculography, BNP and echocardiography to exclude cardiogenic etiology according to recently the Berlin definition of ARDS. STEMI, whether complicated by circulatory arrest, cardiogenic shock, and hypotension or not, was reported as an etiologic factor in the development of ARDS. In the pre-thromboliytic era, one uncomplicated AMI case developed ARDS. In the thrombolytic era, some AMI cases were complicated with ARDS due to anaphylactic reactions to thrombolytic agents. In our case, the ARDS after primary PCI may be due to coronary reperfusion injury. Previous animal models demonstrated that their ARDS developed after their coronary reperfusion.
In conclusion, we reported a particular case with STEMI complicated with ARDS after primary PCI. It may imply that STEMI itself is a possible etiology of ARDS.
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