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Abstract

Background: The aims and objectives behind the study are to study the clinical profile of pleural effusion and to study the effectiveness of
pleuroscopy in undiagnosed pleural effusion. Subjects and Methods: The data taken during the study included demographic information like
sex, age, and address. A thorough chronological detail was gained with prominence on major grievance, account of presenting disease,
noteworthy previous cases including the history related to drugs. A meticulous physical assessment too was performed. In all the cases,
examination like inclusive heamogram, renal function tests, serum albumin, chest-x-ray, random blood sugar; and pleural fluid analysis were
performed. Results: The indication investigation of sixty patients exposed the fact that approximately all these patients were suffering from
chest pain as leading indication resulting to the 96.2% of the total sample size pursued by dry cough and dyspnoea on physical exertion. The
legitimate sign such as appetite loss was persistent in 85% of patients and loss of weight in 88.7% of patients. Conclusion: Undiagnosed
pleural effusions can be finely established by thoracoscopic pleural biopsy and histopathologic analysis which is very safe and reliable.
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Introduction

Pleural fluid as biochemical investigations ADA which is
shed by the lymphocytes is very imprecise. It is identified
with other circumstances like empyema, bronchogenic
carcinoma, lymphoreticular malignancies rheumatoid
arthritis and tuberculosis (TB).[2]

Diagnosis can be brought by pleural biopsy but is a
persistent and throbbing-practice with the menace-of
pneumothorax. It is significant to distinguish
histopathologic revelation of granuloma from growth of M.
tuberculosis in a culture of biopsy while assessing data
regarding yield of pleural biopsy, however either is usually
customary as diagnostic. Clinical situations like TB, plague,
rheumatoid arthritis, fungal infections, and sarcoidois may
create impenetrability in separating them
histopathologically because of certain common feature.
Patients displaying with cardiopulmonary signs have a
familiar pleural effusion. Extensive differential diagnosis
needs a systemic approach to the investigations. Pleural
effusions can either be transudative or exudative.FIThe
diagnosis is typically made without much impenetrability in
cases with transudative pleural effusion but exudative
pleural effusion demands cautious differential diagnosis that
involves parapneumonic effusion, tuberculosis, metastatic
cancers which are found in hefty number of patients.[**!
This study endeavors to arrive at the etiological diagnosis
by scrutiny of history, radiological, clinical presentation,

biochemical, cytological and bacteriological
processes.l’-1 Low bacillary counts in the fluid characterize
to this phenomenon and the lessened probability of recovery
of AFB in the deficiency of evident parenchymal illness.
Moreover, due to the aggregation of T lymphocytes at the
site of pleural focus, the tuberculin test is negative in about
thirty percent of patients. Investigative tests like PCR are
very much costly and exorbitant for the common man.
Therefore, it becomes very vital to employ less expensive
and unfailing tests akin to culturing the mycobacteria.
Culture yield of mycobacteria from pleural fluid is less than
30%.[MU

Subjects and Methods

A total of 80 patients were taken from department of
pulmonary medicine, Govt. Medical College Budaun, Uttar
Pradesh. A detailed history was taken from patients
regarding chest pain and its nature, cough, dyspnoea, fever
and constitutional symptoms, thorough past history about
pleural tuberculosis and pleural aspiration / ICD insertion
and AKT.

The data taken during the study included demographic
information like sex, age, and address. A thorough
chronological detail was gained with prominence on major
grievance, account of presenting disease, noteworthy
previous cases including the history related to drugs. A
meticulous physical assessment too was performed. In all
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the cases, examination like inclusive heamogram, renal
function tests, serum albumin, chest-x-ray, random blood
sugar; and pleural fluid analysis were performed.
Examinations like ultrasonogram of the chest and abdomen,
upper gastrointestinal tract endoscopy, echocardiogram,
blood culture, FNAC and CT scan of chest and abdomen of
the lung were executed as elective exploration when
germane to addition the finding.

Based on the chest radiographic result in the upright or
semi-upright location the pleural fluid was enumerated as
small, moderate and large, small in cases where the fluid
eliminates the lower lung zone. Moderate, when eliminates
lower and middle lung zones, Large, at times in case of all
three-lung zones. The widest measurement of pleural fluid
from the inner wall of the chest to the free fluid edge was
used on decubitus radiography for quantification of the
effusion. The effusion were said to be small when width is
<1.5cms, Moderate when 1.5 to 4.5 cms, and Large in case
of >4.5 cms.

All  medically assumed tuberculous pleural effusion
possessing oxidative character by Light’s criteria and which
on gram stain inspection show no organisms.

Results

The major category of patients remained with the age group
between 15 to 45 years counting to the total number of56
and having a total of 70% of the total sample category.
Therefore, the frequency in aged group was found to be less
than 24 in number resulting in a total of 30%clearly visible
in [Table-1].

The standard period of signs was 57.59 days. Right sided
pleural effusion was more ordinary than left side. There
were no incidences of bilateral pleural effusions during the
study period. Please refer to the [Figure-1].
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Figure 1: study subjects with mean duration of symptoms

Table 1: Age and sex distribution of patients

Age group (years) | Male Female Total
15-25 15 8 23

25-35 14 4 18

35-45 10 5 15

45-55 4 5 9

55-65 4 3 7

65-75 6 2 8

Total 53 (66.25%) 27 (33.75%) 80 (100%)

The indication investigation of sixty patients exposed the
fact that approximately all these patients were suffering
from chest pain as leading indication resulting to the 96.2%
of the total sample size pursued by dry cough and dyspnoea
on physical exertion. The legitimate sign such as appetite
loss was persistent in 85% of patients and loss of weight in
88.7% of patients as clearly indicated in [Table-2].

Table 2: Distribution of study subjects as per their symptoms

Symptoms Number %
Chest pain 77 96.2
Dry cough 77 96.2
Dyspnoea 70 87.5
Fever 68 85
Loss of appetite 68 85
Loss of weight 71 88.7

Discussion

The analysis of pleural TB largely depends on medical
past and pleural fluid disposition such as lymphocytic
predominant exudative pleural effusion with low level
of sugar however, typically more than 40 mg/dl and
ADA above cut off 47-53units/L.2l The ultimate
analysis of pleural TB still stays with exhibition of
contributory organisms either on direct microscopy or
in the culture of the pleural fluid. The pleural biopsy
specimen culture from untreated tuberculosis pleural
effusions has acquiesce of 80%. Culture of pleural
fluid, histopathology and of pleural biopsy give a
capitulate of 90- 97%.[%2

Distinguishment of certain medical situations like TB,
plague, fungal infections, rheumatoid arthritis, and
sarcoidosis may create intricacy histopathologically
because of some general characteristics. The collective
yield of direct acid swiftly daubs of pleural fluid and
pleural biopsy tissue along with culture of fluid and
tissue exceeds 90%.[12.23]

Right sided pleural effusion covering to the total of
60% were found in the most of the patients in present
study which is analogous with the research of
Ambethiya P (right side pleural effusion-60%) and
Dambal A  (right side pleural effusion-
58.2%).14151Tuberculous pleural effusion
veryfrequently transpires in right side as it engages
right lung n comparison to the left lung.

Conclusion

The best method to diagnose the underlying etiology is
Thoracocentesis followed by pleural fluid analysis.
Undiagnosed pleural effusions can be finely established by
thoracoscopic pleural biopsy and histopathologic analysis
which is very safe and reliable.
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