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BACKGROUND

Pleural effusion is common in patients of chronic heart failure ( CHF) with acute exacerbation and bilateral involvement in most instances. Unilateral massive pleural effusion without local pathology is uncommon. Here we report a case of unilateral massive pleural effusion in a pt with coexisting dilated cardiomyopathy and liver cirrhosis (LC) .
CASE PRESENTATION

A 82 years old male patient with a history of non-ischemic dilated cardiomyopathy and CHF, LVEF 35%, has received triple therapy for heart failure for more than 10 years.

One year ago, she had an episode of decompensated heart failure with resting

dyspnea,orthpnea, leg edema and large amount of right-sided pleural effusion. LC and 

hepatitis C were noted also. She received intensive medical treatmment with  i.v. 

furosemide in hospital. The unilateral pleural effusion completely resolved. One and

half a month before this admission, she had exacerbation of severe dyspnea and 

moderate amount right pleural effusion was noted on CXR. I.v. furosemide was given

with temperal symptom relief. 

On the day of admission she came back with severe dyspnea without leg edema.

Physical examination revealed increase dullness, decreased breathing sound and vocal fremitus in right lung with scattered crepitus in left lung field, no leg edema. Mild abdominal distension with suspicious ascites was noted.The CXR showed

Cardiomegaly and massive right pleural effusion. The left lung is clear. She was admitted and Cathter drainage of right pleural effusion was done immediately. The lab result of pleural effusion is transudate, negative for culture and cytology. The abdominal sonography revealed liver cirrhosis, splenomegaly without ascites the next day of catheter insertion. The pleural effusion disappeared in 3 days. The dyspnea improved and patient discharged after removement of draining catheter.  

COMMENTS:

1. Unilateral hydrothorax was usually noted in patients with pleural/lung/mediastinal malignancy, bacteria/virus/parasite infection. It may occur in patient with heart failure although less common. It usually involve right pleural cavity in CHF. Unusual causes of unilateral pleural effusion have been reported in pts with systemic sarcoidosis, SLE, Behceht’s disease, antiphosphlipid syndrome,  amiodarone pulmonary toxicity, nephro-pleural fistula, pancreatico-pleural fistula,ventriculo-atrial shunt, subclavian vein stenosis in ESRD, HCM with atrial arrhythmia, pulmonary embolism, primary amyloidosis, Dengue hemorrhagic fever, pseudoMeig’s syndrome, liver cirrhosis and pleural endometriosis etc, Most of them were without organic heart disease. This patient with long term CHF has recurrence of right pleural effusion and left pleural cavity is spared in these two hospitalizations. The possible mechanism of unilateral pleural effusion in CHF may be supposed to include impaired lymphatic or venous drainage for involved pleural cavity, decreased blood flow in contralateral lung such as pulmonary artery stenosis or thromboembolism etc.

2. The occurrence of unilateral hydrothorax in liver cirrhosis may be related to the communication between peritoneal cavity and pleural cavity. The hydrothorax in liver cirrhosis may occur in the absence of heart disease and even in the absence of ascites. In this case absence of ascites was proved by abdominal sono although the sono was done the next day of catheter insertion when there is still daily pleural drainage 200 ml/day. In the absence of ascites, it is difficult to confirm the existence of peritoneal-pleural communication. 
3. The concurrence of liver cirrhosis and dilated cardiomyopathy may be incidental  This patient has had the diagnosis of non-ischemic DCM and CHF for more than one decade and LC in one years or so only. There was history of pulmonary edema in the initial presentation of DCM but the unilateral pleural effusion developed with leg edema and worsening of CHF since one year ago. The clinical response of pleural effusion is quite different to that of leg edema to medical treatment. The unilateral pleural effusion got worse before admission. On the contrary . the leg edema disappeared after medical treatment. The increasing pleural effusion may suspected to come from ascites drained out to pleural cavity via the peritoneal-pleural communication.

4. Pleural effusion in CHF may be treated with diuretics as the first step of therapy. Cathter drainage of pleural effusion is not the first choice in most cases. In this patient the response of CHF to medical treatment is suboptimal. The pleural effusion increased and leg edema decreased. The symptoms deteriorated. In addition the high dose diuretics may have the potential to precipitate hepatic encephalopathy in pts with liver cirrhosis. Cather drainage may shorten the hospital stay and is a good choice in this pt.



