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ABSTRACT 

Introduction: Blind pleural biopsy is a technique for investigating 

non-purulent pleurisy commonly used in developing countries such as 

Madagascar. The aim of the study was to evaluate the contribution of 

the pleural biopsy puncture in the etiological diagnosis of exudative 

lymphocytic pleurisy. Methods: Prospective study, involving 50 cases 

of multiple biopsies realized in the pneumology department 

Tambohobe Fianarantsoa University Hospital over a period of 12 

months from January 2018 to December 2018. Pleural biopsy 

concerned subjects over 25 years of age who had exudative pleurisy 

(Protein level above 30g / l) predominantly lymphocyte (lymphocyte 

level greater than 50%). The biopsy forceps used was of the Abrams 

type. Results: The mean age was 53.48 years. The male sex is dominant in 74% of cases with 

sex ratio 2.8. Smoking was found in 48% of cases and chronic alcoholism in 24% of cases. 

Clinically, dyspnea was found in 88%; chest pain 22%, cough in 58% and fever in 52% of 

cases. The pleurisy was unilateral in 90% of the cases, of average abundance in 64% of the 

cases and great abundance in 36% of the cases. For the macroscopic appearance of the pleural 

fluid, 82% were citrins, 4% hematic and 14% haemorrhagic. The histological nature was 

dominated by granuloma caseous necrosis in 68% of cases, pleural metastasis in 12% and 

non specific inflammation in 20%. Conclusion: The contribution of pleural biopsy blindly is 
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not negligible and can be proposed in first intention in the presence of exudative lymphocytic 

pleurisy. The repetition of the gestures is necessary when the first pleural biopsy puncture is 

not contributive, so as not to treat the patient wrongly as pleural tuberculosis even if we are in 

an endemic zone. 

 

INTRODUCTION 

Pleural effusion is a common pathology in clinical practice in Pneumology. It often poses a 

diagnostic problem because of multiplicities and etiological varieties.
[1]

 Blind pleural biopsy 

is one of the investigative techniques for non-purulent pleurisy commonly used in developing 

countries. It is a simple technique, inexpensive, easy to achieve. However, this technique is 

more and more abandoned in rich countries after the appearance of new exploration 

techniques such as pleuroscopy.
[2,3]

 Blind pleural biopsy is a very cost-effective test over 93% 

in the diagnosis of tuberculous pleurisy
[4,5]

 because the lesions are disseminated and there is 

no healthy pleural area.
[6]

 

 

METHODS 

This is a prospective study of 50 patients over a 12-month period from January 2018 to 

December 2018. Our study was conducted in the Tambohobe Fianarantsoa University 

hospital, departement of Pneumology. We included patients over 25 years of age, who had a 

fluid pleural effusion whose cytochemical examination revealed a predominantly 

lymphocytic exudative. Each patient has benefited clinical examination, chest X-ray, 

cytochemical examination of the pleural fluid and blind pleural biopsy. The pleural biopsy 

was performed with Abrams forceps and followed evacuation of the pleural fluid by the same 

operator. Oral consent was obtained prior to the completion of the act. We took multiple 

samples (more than 4) for each patient. Good aseptic practices were respected. 

 

RESULTS 

Demographics 

The age of the patients ranged from 25 to 80 years, with an average of 53.48 years. The sex 

ratio was 2.8 with male predominance at 74%. The antecedent of smoking was found in 46% 

of cases and chronic ethylism in 24% of cases.  

 

Clinical and radiological signs 

Clinically, dyspnea was found in 88% (44 cases); chest pain 22% (11 cases), cough in 58% 

(29 cases) and fever in 52% (26 cases). In the thorax, pleurisy was unilateral in 90% (45 
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cases) and bilateral in 10% (5 cases). Depending on abundance, it was average abundance in 

64% of cases and high abundance in 36% of cases. 

 

Pleural fluid analysis 

After the exploratory puncture, the macroscopic appearance of the pleural fluid was: citrin in 

41 cases, 82%, hematic in 2 cases (4%) and haemorrhagic in 7 cases (14%). The 

cytochemistry examination revealed an exudative liquid with protein greater than or equal to 

30g / l, with predominance of lymphocytes on the celularity in all cases (100%). 

 

Histological examination 

The histological result (Table 1) was contributive in 40 cases or 80%. Caseous granuloma 

was found in 34 cases (68%), pleural metastasis of cancer in 6 cases (12%) and chronic non-

specific inflammation in 10 cases (20%). 

 

Table 1: Histological examination result. 

Histology Number Percentage (%) 

Caseous granuloma 34 68 

pleural metastasis 6 12 

Chronic non-specific inflammation 10 20 

Total 50 100 

 

Accidents and incidents 

No case of serious accident that could be life-threatening was deplored. This was a case of 

iatrogenic pneumothorax of low abundance requiring only clinical and radiological 

monitoring. 

 

DISCUSSION 

Pleurisy is a common pathology of multiple etiologies. Its management is a frequent problem 

in clinical practice. The diagnosis often requires the pleural fluid cytology and histology of 

the pleura. Percutaneous pleural biopsy retains a place in pleural exploration especially in 

developing countries where new exploration techniques are still limited. It requires a pleural 

effusion of average abundance and a free pleural cavity. Among exudative pleurisy, 

neoplastic and tuberculous origin accounted for 45% and 10% respectively in developed 

countries.
[7]

 In countries with a high prevalence of tuberculosis and HIV, the tuberculous 

origin of pleurisy is frequent
[8,9]

 confirmed by our study which showed tuberculosis pleural in 

68% of cases followed by neoplastic pleurisy in 12%. In a study conducted in Madagascar in 

2011 by Rakotoson et al
[10]

, they found similar results with 70.28% of tuberculous origin, 
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14.85% of neoplastic origin. The high cost-effectiveness of blind pleural biopsy in case of 

suspicion of pleural effusion of tuberculous or neoplastic origin justifies their use in first 

intention.
[11]

 Studies have reported better performance of pleural biopsy in pleural 

tuberculosis.
[9,12]

 In our study, we found an 80% blind pleural biopsy yield in the etiological 

investigation of pleurisy. According to studies, the cost-effectiveness of biopsies depended on 

the type of needle, the size of the specimen, the number of biopsies (> 5), the operator's 

experience and the extent of the lesions.
[6,13]

 These factors may explain our result of 20% of 

non-contributory cases and also of its blind achievement. It should be noted that in a study 

conducted by a very experienced team, 20% of biopsies performed did not contain pleural 

tissue
[14]

 and also, there are pleural effusions whose etiologies remain unknown. After biopsy, 

we noted a case of minor incident type pneumothorax very low abundance, spontaneously 

resolving. Authors have reported these same incidents on their studies.
[7, 15]

 

 

CONCLUSION 

Pleural biopsy is an examination indicated in the etiological investigation of exudative 

pleurisy. Its contribution in the diagnosis of pleural tuberculosis is very profitable especially 

in countries with a high prevalence of tuberculosis such as Madagascar. This is an 

investigation simple, inexpensive and accessible for the majority of patients. 
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