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INTRODUCTION

Tuberculous pleural effusion is the second most common form of 
extrapulmonary tuberculosis (TB) and is the most common cause of 
pleural effusion in areas where TB is endemic [1-5]. It can occur in 
association with a reactivation or primary tuberculosis [4, 6-9]. In adults, 
most often they occur due to reactivation disease [7, 8]; in children, most 
often they occur in the setting of primary disease [9].

Tuberculous pleural effusions are usually unilateral, small to moderate 
in size, and self-limited [6].  It occupies less than two-thirds of the 
hemithorax in more than 85 percent of cases [10].

The initial evaluation of patients with suspected tuberculous pleural 
effusion should include diagnostic evaluation for pulmonary TB, 
beginning with sputum collection for smear/culture for acid-fast bacilli 
and for nucleic acid amplification (NAA) testing [11,12].

We are going to report a case of a 65-year-old farmer patient from 
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Ethiopia presented with a four-month history of productive cough and 
constitutional symptoms; the initial consideration was malignant pleural 
effusion (MPE) but later unexpected diagnosis was reached after through 
work up.

Case Presentation
A 65-year-old male who is a farmer from Ethiopia presented with four 

months history of cough productive of whitish sputum with estimated 
amount being 2 Arabic coffee cups daily, intermittent low-grade fever, 
drenching night sweating, loss of appetite and unquantified weight loss. He 
also had a two month history of easy fatigability, shortness of breath on mild 
exertion and left side pleuritic type of chest pain which got worsened upon 
coughing, sneezing, straining and deep inspiration. No previous history 
of chronic cough or dyspnea. He has no previous history of treatment for 
any form of tuberculosis. No contact history with a known pulmonary 
tuberculosis patient or chronic coughers. No history of palpitation, body 
swelling, orthopnea or paroxysmal nocturnal dyspnea. No underlying 
hypertension, diabetes mellitus, chronic lung process, cardiac, renal and 
liver disease. He didn’t use alcohol or cigarette. 

On physical examination; he appeared chronically sick looking with 
prominent zygomas and emaciated extremities. His body mass index was 
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Introduction: Tuberculous pleural effusions are usually unilateral, small to moderate in size, usu-
ally occupying less than two-thirds of the hemithorax. Massive pleural effusion as a result of tuber-
culosis is rare.

Case presentation: A-65-year-old male patient from Ethiopia came with a four-month history of 
productive cough and constitutional symptoms. Physical examination showed malnourished pa-
tient with evidence of massive left side pleural effusion; sputum Gene X-pert was positive for My-
cobacterium tuberculosis, Chest X-ray demonstrated massive left side pleural effusion occupying 
the whole left hemithorax with trachea shifted to the right. Pleural fluid analysis was remarkable 
for lymphocytic effusion with a high protein and a negative cytology for malignant cells upon re-
peated testing.

Conclusion: Massive pleural effusion as a result of tuberculosis is a rare presenting way of pleural 
tuberculosis. Delay in diagnosis leads to catastrophic complications with significant morbidity and 
mortality.
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Complete blood count, Liver and renal chemistries, serum electrolytes, 
HIV antibody test, HBsAg and anti-HCVab were unremarkable. As well, 
abdominopelvic ultrasound, electrocardiography and echocardiography 
were non revealing.

A final diagnosis of Disseminated TB (lung, pleura) with massive pleural 
effusion as a result of TB was reached. The evidence from the history 
and physical examination as mentioned and investigations; an ESR value 
101mm/hr, a positive sputum Gene X-pert, a high pleural fluid protein and 
lymphocyte to neutrophil ratio, and a negative pleural fluid cytology for 
malignant cells upon repeated testing. All of the above evidence confirmed 
the diagnosis of tuberculosis. Subsequently chest tube drainage was done 
and anti-tuberculosis therapy (HRZE2/HR4) with pyridoxine initiated. Upon 
follow up the patient had significant improvement.

 
Figure 1: Sputum GeneXpert.

 

Figure 2: Sputum GeneXpert.

17.3 Kg/m2 and vital signs were stable. Chest examination was remarkable 
for shifted trachea to the right, absent tactile fremitus, stony dullness upon 
percussion and absent air entry in the left whole lung field. There was no 
pertinent finding in the other systems.

On investigations; Mycobacterium tuberculosis was detected on 
sputum Gene X-pert with no rifampin resistance (Figure 1), Erythrocyte 
sedimentation rate was 101mm/hr (Figure 2), pleural fluid analysis showed 
straw colored effusion, with high protein level of 5g/dl, pleural fluid white 
cell count of 293 cells with lymphocytes accounting for 95% giving a 
high pleural fluid lymphocyte to neutrophil ratio (Figure 3). Pleural fluid 
cytology was done three times and it showed lymphocytic effusion with 
very few mesothelial cells and no malignant cells seen (Figure 4). Chest 
X-ray showed; massive left side pleural effusion occupying the whole left 
hemithorax with tracheal and mediastinal shift to the right (Figure 5).
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Discussion
Tuberculous pleural effusions are usually small to moderate in size oc-

cupying less than two-thirds of the hemithorax; massive pleural effusion 
as a result of tuberculosis is an uncommon finding [10]. The diagnosis of 
tuberculous pleural effusion may be definitively established via demon-
stration of Mycobacterium tuberculosis in pleural fluid or a pleural biopsy 
specimen [1, 6]. However, it is reasonable to make a presumptive diagnosis 
of TB without pathologic confirmation in the following scenarios:

-In a patient with an established diagnosis of pulmonary TB without 
signs/symptoms that raise suspicion for an alternative cause for pleural 
effusion

-In the setting of high clinical suspicion for TB, pleural fluid analysis with 
lymphocytic-to-neutrophil ratio >0.75 and adenosine deaminase (ADA) 
>40 units/L, or by demonstration of one or more caseating granulomas on 
pleural biopsy [1, 2, 11,12].

So, this case has almost the whole left hemithorax affected by tuberculous 
pleural effusion as part of disseminated tuberculosis (Figure 1& 5).

Diagnosing pleural TB in the absence of concomitant pulmonary 
involvement is challenging in resource limited settings like ours because of 
very low yield of pleural fluid AFB and Gene X-pert, and lack of facilities to 
do pleural biopsy, ADA and IGRA. Fortunately, our patient has concomitant 
pulmonary involvement diagnosed by sputum Gene X-pert with pleural 
fluid analysis supportive of tuberculous effusion plus alternative diagnoses 
being very less likely.

Conclusion
Massive pleural effusion as a result of tuberculosis is a rare presenting 

way of pleural tuberculosis. Delay in diagnosis leads to catastrophic 
complications with significant morbidity and mortality.
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AFB-Acid Fast Bacilli

IGRA-Interferon gamma release assay

MPT-Malignant pleural effusion
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HRZE- Isoniazide, Rifampicine,Pyrazinamide,Ethambutol

HR-Isoniazide, Rifampicine
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Figure 3: Pleural Fluid Analysis.

 

Figure 4: Pleural Fluid Cytology.

 

Figure 5: Chest X-ray (PA).
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