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Introduction

INTRODUCTION

Pleural effusion is an abnormal collection of fluid in the pleural
space resulting from excess fluid production, decreased absorption
or both. It is the most common manifestation of pleural disease, with
etiologies ranging from cardiopulmonary disorders to symptomatic
inflammatory or malignant diseases requiring urgent evaluation and

treatment (Diaz-Guzman and Dweik, 2007).

Diagnosis of a pleural effusions begin with the clinical history,
medical examination, and chest radiography and is followed by

thoracentesis when appropriate (McGrath and Anderson, 2011).

Recurrent and persistent pleural exudates are common in clinical
practice, and in a large number of patients, thoracocentesis and blind
pleural biopsy procedures do not provide a definitive diagnosis.The
majority of these exudates are malignant. Thoracoscopy today
remains the gold standard technique in providing diagnosis and

management in these cases (Noppen, 2010).

Pleural effusion of unknown origin remains the commonest
indication of thoracoscopy and is considered to be one of the
techniques with the highest diagnostic yield in cytology negative
exudative effusions with an efficacy almost comparable to video-
assisted thoracoscopic surgery (VATS) (Rahman et al., 2010).


http://emedicine.medscape.com/article/1003121-overview

Introduction

Thoracoscopy is a minimally invasive procedure that allows
visualization of the pleural space and intrathoracic structures. It
enables the taking of pleural biopsies under direct vision,
therapeutic drainage of effusions and pleurodesis in one sitting
(Lin et al., 2006).

Medical thoracoscopy should be considered in patients with
undiagnosed pleural effusions, particularly those lymphocytic
exudative effusions where TB and malignant pleural effusion are
clinical possibilities and initial pleural fluid analysis is

inconclusive (Mootha et al., 2011).

In  patients with  suspected tuberculous pleurisy,
thoracoscopic pleural biopsy under local anesthesia should be
actively performed, because the technique has a high diagnostic
rate, and can be easily and safely performed (Sakuraba et al.,
2006).

Diagnosis of pleural TB can be achieved in 99% of patients
with thoracoscopy, which is higher than the 51% yield for closed
pleural biopsy. Similarly, yield of thoracoscopic pleural biopsy is
higher in patients with suspected pleural malignancy. A diagnosis
could be achieved in 95% of patients as against 44% patients

using closed pleural biopsy (Loddenkemper et al., 1993).



Introduction

The semirigid thoracoscope achieves a diagnostic yield
similar to that of the conventional rigid instrument despite the
smaller biopsy size. Both instruments remain valuable in the

evaluation and management of pleural disease (Khan et al., 2012).

Medical thoracoscopy in the hands of experienced physicians
is safe with mortality of 0.35% and likely to be less if diagnostic
procedures alone are performed. Pain is frequently reported after
the procedure and may be more common when using talc
poudrage. Major complications (empyema, hemorrhage, port site
tumor growth, bronchopleural fistula and/or persistent air leak,
postoperative pneumothorax and pneumonia) occur in 1.8% and
minor  complications  (subcutaneous emphysema, minor
hemorrhage, operative skin site infection, fever, and atrial
fibrillation) occur in 7.3% (Rahman et al., 2010).



