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Editor:

We thank Tabatabaei et al for their recent paper on CT characteristics of 120 patients with COVID-19
with a wide range of clinical outcomes (1). 12.5% (19/96) of ward patients, 45% (9/11) of those in
intensive care, and 23% (3/13) of those deceased had pleural effusions. The authors rightly mention
that the incidence of pleural effusions is out of keeping with other published studies that pleural
effusions are uncommon in COVID-19 (2). Therefore, we must dispute this finding in the absence of
further explanations. It would be important to know if the effusions were unilateral or bilateral,
whether those patients had any co-existing co-morbidities such as concurrent heart, renal, or liver
failure or any disseminated malignancies, which are by far the most common cause of pleural
effusions, and more importantly whether any of those effusions were sampled and what were the
resultant biochemical and microbiological characteristics. So far, in the literature, there is only one
report of pleural effusions in deceased COVID-19 patients being positive for the virus (3). However,
patient characteristics in that study are also not described. We run a large pleural service in the North
East of England, and this would greatly inform local and national practice (4). Current British Thoracic
Society guidance suggests that all pleural procedures are potentially aerosol generating and could
spread the virus, but the statement mentions that the evidence is poor (5). We believe the case series
will be greatly enhanced if the details above are provided. If they cannot be provided, perhaps a note
of caution should be added to the article by way of reply to this letter? We would also welcome any
chance of international collaboration on the matter.
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In our study, a total of 20 patients (out of the 120 patients) had pleural effusion (PE), of which twelve
belonged to the routine hospitalization group, five to the ICU group, and three to the mortality group.
A total of twelve patients had bilateral pleural effusion. In 16 of the 20 patients, pleural effusion was
trace to small, and four had moderate pleural effusion. Of the four patients with moderate pleural
effusion, three had history of congestive heart failure (CHF) and one had no underlying disease but
very extensive (> 80%) lung parenchymal involvement. One of the patients with moderate pleural
effusion underwent diagnostic thoracentesis, which showed serous fluid with no microbial growth. Of
the 12 patients with pleural effusion who were admitted to the routine ward, two had diabetes
mellitus (DM) and one had CHF. Of the five patients in the ICU group, one had CHF and, one had
chronic renal failure and DM. Of the three patients who had died, one had CHF and one had DM. It is
worth mentioning that pleural effusion occurs more commonly in diabetic patients, especially in the

setting of community-acquired pneumonia [3].

The reported prevalence of pleural effusion in COVID-19 pneumonia has been variable in recently
published investigations [4]. All the 120 patients in our study were inpatients with more pronounced
symptoms than outpatients, which can explain the higher prevalence of pleural effusion than other
studies. According to the study by Shi et al [5], the prevalence of pleural effusion varies depending on
the stage of the disease, with a reported prevalence of 13% in the third week after symptoms onset.
Pleural effusion may also be predictive of a worse prognosis and can indicate bacterial superinfection

in COVID-19 [4].

In conclusion, it seems that an accurate comment on the prevalence and etiology of pleural effusion
in COVID-19 infection should be based on the presence or absence of underlying medical conditions,
study setting, disease stage, and concurrent superimposed bacterial pneumonia. Hence, the presence

of pleural effusion cannot always be solely attributed to COVID-19 pneumonia.
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