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INTRODUCTION
Insulin oedema syndrome is a rare combination of insulin 
therapy. This phenomenon is seen in patients with 
uncontrolled diabetes mellitus after initiation of insulin 
therapy during rapid correction and tight correction of 
glucose levels.

We report a case of insulin oedema syndrome of poorly 
controlled glucose levels and elevated Hba1c.

Case Presentation
A 35-year-old patient came to casulity with complaints of 
breathlessness for one day of MMRC grade -4. Complaints of 
abdominal pain for 2 days diffuse throughout the 
abdomen.Complaints of nausea/ vomiting for 1 day. The 
patient is a known case of insulin-dependent diabetes 
mellitus on irregular medication. The patient was previously 
admitted for similar complaints in the past 3 weeks and 
treated for diabetic ketoacidosis. the patient was treated with 
IV insulin infusion and then discharged with human insulatard 
15unit-0-15units. Patient developed Bilateral pitting pedal 
edema and the patient reported that while stopping insulin 
therapy patient's symptoms were relieved. During his 
hospital stay, he refused to take medication.

On examination patient was conscious oriented afebrile 
nourished thin build bilateral pitting pedal edema present 4+ 
up to his knees no pallor/icterus. Systemic examination 
cardiovascular system revealed Noram's heart rate rhythm 
with no added sounds, respiratory system revealed normal 
vesicular breath sounds with no added sounds. Abdominal 
examination reveaed soft diffuse tenderness present 
throughout the abdomen.

Laboratory Results

2DECHO done showed normal study. Bilaterla lower lib 
doppler done showed low clinical suspicion for venous 
thrombosis.

DISCUSSION
Insulin oedema syndrome is an adverse effect of insulin 
therapy that  occurs  when r igorously  cor rect ing 
hyperglycemia in poorly controlled diabetes patients. Low 
body mass index and younger patients with newly diagnosed 
type 1 diabetes are at increased risk of developing insulin 
oedema. Insulin oedema can range from mild lower extremity 
swelling to severe cases with anasarca, ascites, and pleural 
effusion. The syndrome's mechanisms include increased 
capillary permeability, renal salt retention, and vasodilation, 
leading to fluid extravasation and oedema.
Insulin and hyperglycemia play a role in these mechanisms, 
affecting vascular permeability.

Treatment options include conservative management with 
salt and fluid intake restriction, diuretics, epinephrine, or 
ephedrine in refractory cases, and adjusting insulin dosage. 
Cessation of insulin usage may alleviate oedema, but it can 
lead to complications, like diabetic ketoacidosis. In some 
cases, diuretics like furosemide can help improve symptoms.
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CBC

HB(g/dl) 12.8

TOTAL WBC COUNT (per microliter) 7500

ABG

PH 7.1

PO2 89

Hco3 12

Pco2 39

Urine routine 

Pus cells 2-3

Urine ketone +++

Glucose +++

Albumin Nil

Renal function test

Urea(mg/dl) 20

Creatinine (mg/dl) 0.6

Uric acid(mg/dl) 3.3
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