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Abstract

This is a clinical image submission depicting hemithorax white-out due to massive pleural effusion.
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A 79-year-old female was sent from the acute rehab
facility where she was recovering from pneumonia due
to decreased breath sounds on the left. The patient
had mild shortness of breath, but otherwise did not
have complaints. Her medical history was significant
for dementia, atrial fibrillation, hypertension, chronic
kidney disease, and congestive heart failure. Imaging
revealed a complete opacification of the left hemitho-
rax consistent with a large pleural effusion (Figs. 1, 2,
and 3).

About 1.5 million Americans experience pleural effu-
sions annually [1]. Pleural effusion is the accumulation
of excess fluid in the membrane around the lungs. The
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pressure of the fluid on the lungs can result in chest pain,
dry cough, dyspnea, and orthopnea, while it can also pre-
sent with little to no symptoms.

It is often diagnosed with chest radiographs and com-
puted tomography (CT) scans. Chest CT can detect
pleural fluid as little as 2 mL as well as underlying abnor-
malities, such as pneumonia, abscess, or malignant
masses [2—4]. Pleural effusion on radiographs appears as
opacity because of fluid accumulation between the lower
lung and diaphragm [5]. Additionally, thoracic ultra-
sonography and pleural fluid analysis can be performed
to distinguish between transudative and exudative causes
as determined by Light’s criteria.
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Fig. 1 AP chest radiograph, and axial and saggital views of chest CT demonstrating left lung white out
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Light's criteria is a test to determine whether a pleural fluid
sample is transudative (low protein) or exudative (high
protein). This determination narrows down the diagnosis of

etiology (causes) of pleural effusion.
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Fig. 2 Infographic depicting Light's Criteria explanation of distinguishing transudate and exudate pleural fluid. Designed by Shreya Kolluri on

Ccanva.com
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PRESENTATION

Pleural effusion is the presence of excess fluid in
the pleura (membrane around lungs). Signs and
symptoms include chest pain, dyspnea,
orthopnea, and cough. Treatment is geared
towards mechanical problems and the underlying
cause, as pleural effusion is often a secondary,
extrapulmonary condition.

ETIOLOGY

Causes of pleural effusion include
-heart failure
- pulmonary embolism
- cirrhosis

- pneumonia
- cancer
- kidney disease
-inflammatory disease (such as lupus)
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Around 1 million people in the US develop a
pleural effusion each year.
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DIAGNOSIS & TREATMENT

Diagnosis includes chest radiograph or CT scan,
and thoracentesis for laboratory analysis of
pleural fluid .

Treatment of pleural effusion caused by CHF is
treated with duiretics and other heart failure
medications. Thoracentesis can also be
performed for temporary relief from large pleural
effusions before the underlying cause is
determined and treated accordingly.

PLEURAL FLUID ANALYSIS
.

When thoracentesis is performed, a sample of
pleural fluid is sent for analysis to determine the
underlying etiology. The analysis is done for cell

count and differential, glucose, LDH, protein, \
culture, and cytology.
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Fig. 3 Infographic depicting overview of pleural effusion presentation, symptoms, etiology, and treatment. Designed by Shreya Kolluri on canva.
com
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