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for cytology but were negative for malignant cells. USG 
of the whole abdomen was normal. Contrast‑enhanced 
computed tomography (CT) of the thorax revealed massive 
pleural effusion with reactive collapse on the right side 
and moderate pleural effusion on the left side and no other 
abnormality.

A semirigid thoracoscopy on the right side revealed 
smooth, lobulated, multiple smooth yellowish nodules 
studded on the parietal pleura at multiple sites [Figure 1]. 
The patient had drainage of approximately 200 ml/day 
through his intercostal chest drain. Histopathology of 
biopsy sample  [Figure  2] was reported as adipose 
tissue comprising adipocytes with acute and chronic 
inflammatory infiltrate and no evidence of atypia or 
malignancy, a finding which is characteristic of pleural 
lipomas. We made the diagnosis as a case of massive 
pleural effusion cause pleural lipomatosis and referred 
the patient to a thoracic surgeon for video‑assisted 
thoracoscopic surgery.

Pleural lipomas are benign soft‑tissue neoplasms that 
originate from the submesothelial layers of parietal pleura 
and extend into the subpleural, pleural, or extrapleural 
space. They are soft, encapsulated fatty tumors with slow 
growth. Pleural lipomas are exceedingly rare, with only 
three cases reported before 1970, and only 10 additional 
cases reported after that worldwide.[2]

In most cases, pleural lipomas remain asymptomatic 
until incidental detection of the lesions at radiography. 
Symptoms may include nonproductive cough, back 
pain, exertional dyspnea, or a sensation of heaviness 
in the chest.[3] Pleural lipomas appear as soft‑tissue 
lesions on chest radiographs and may become extremely 

Sir,

Pleural effusion is a common disease that leads to poor 
quality of life and morbidity and mortality. Rare causes 
of pleural effusion such as pleural lipomas can pose 
diagnostic dilemmas to the clinicians. Pleural lipomas 
are slow‑growing tumors, with no malignant potential.[1] 
The awareness among clinicians about this entity as a rare 
cause of pleural effusion will help define diagnostic and 
therapeutic approaches for improved patient outcomes.

A   55‑year‑old male,  farmer by occupation, and never 
smoker presented with complaints of dry cough off and 
on for 6 months, dyspnea for 4 months, and dull aching 
chest pain for 3 months.

Past history revealed that the patient had consulted 
a local practitioner for his symptoms, 3  month back 
and was prescribed antituberculosis therapy on the 
basis of chest X‑ray posteroanterior  (PA) view. The 
patient had undergone therapeutic pleurocentesis on 
three occasions, and approximately 500  ml fluid was 
evacuated on each occasion. Chest X‑ray PA view at 
admission revealed bilateral pleural effusion (right >left). 
Ultrasonogram  (USG) of the thorax was done and 
was reported as approximately 1 L of pleural fluid on 
the right side and 700  ml on the left side. Diagnostic 
pleurocentesis was done by both sides. Pleural fluid was 
deep yellow in appearance. Biochemical analysis revealed 
it to be exudative in nature, lymphocytic predominant on 
differential cell count with adenosine deaminase (ADA) 
value of 20 IU/ml on the right side and 18 IU/ml on the 
left side. Pleural fluid smear was negative for acid‑fast 
bacilli or any microorganism on smear. In view of low ADA 
values, two consecutive pleural fluid samples were sent 
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Figure 1: Smooth, lobulated and smooth yellowish nodules studded 
on the parietal pleura at multiple sites

Figure 2: Histopathology of biopsy sample reported as adipose tissue 
comprising adipocytes

large. At CT, they are homogeneous and demonstrate fat 
attenuation (approximately − 50 HU).[4]

CT scan is the modality of choice for imaging of pleural 
disease, after an initial assessment by chest X‑ray. Semirigid 
thoracoscopy visualizes the parietal pleura, diaphragm, 
lung, and anterior and partial posterior mediastinum.[5] 
In patients with only pleural fluid visible on CT scan, 
thoracoscopy should be the next investigation for the final 
diagnosis.[6] In our case after assessment with CT, we used 
semirigid thoracoscopy to visualize the parietal pleura 
which revealed masses studding the parietal pleural. 
Histopathology of the masses revealed lipomas which 
clinched the diagnosis.

Previously, Abumossalam had reported a case of 
pleural lipomatosis, leading to massive pleural 
effusion and was diagnosed by thoracoscopy.[7] Medical 
thoracoscopy is the procedure of choice for evaluating 
undiagnosed pleural effusions.[8] The sensitivity of 
thoracoscopy‑guided biopsy in malignant pleural 
effusions is 95%, compared to 62% for pleural fluid 
cytology and 44% for closed pleural biopsy.[9] Our case 
report also highlights the crucial role of thoracoscopy in 
the diagnosis of pleural effusion due to benign pleural 
tumors such as lipoma.

To the best of our knowledge, this is the only case of 
pleural lipomatosis resulting in the massive pleural 
effusion, reported in Indian literature and the second 
such case reported from the world literature. The rarity 
of presentation and the need to sensitize clinicians about 
this as a possible cause of undiagnosed pleural effusion 
led us to report this case.
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Sir,

Systemic lupus erythematosus  (SLE) is a prototypic 
multisystem autoimmune disorder with a broad spectrum 
of clinical presentations encompassing almost all 
organs and tissues. Pulmonary involvement is seen in 
50%–70% of SLE patients and may even be the initial 
presenting feature in 4%–5% of cases.[1,2] The pulmonary 
manifestations in SLE include pleuritis with or without 
effusion, acute pneumonitis, interstitial lung disease, 
pulmonary embolism, pulmonary hypertension, large 
airway disease, shrinking lung syndrome, and diffuse 
alveolar hemorrhage.[1,2] Acute lupus pneumonitis (ALP) is 
an abrupt febrile pneumonic process without an infectious 
etiology. Only a few cases of ALP have been reported in 
the literature to date.[1,3,4] A couple of studies report that 
its frequency does not exceed 4% of the cohorts.[5,6] We 
report a case of unilateral lupus pneumonia with dense 
lobar consolidation of the left upper lobe. An extensive 
review of the literature revealed that such a case has not 
been reported earlier.

A 62-year- old woman presented with the complaints of 
cough, progressive breathlessness, and fever in the range 
of 99.6–100.4°F and left‑sided chest pain of a 1‑month 
duration. There was no history of systemic complaints 
such as joint pains, skin rashes, oral ulcers, alopecia, or 
symptoms related to any other systemic involvement. 
She denied any comorbid condition. The patient was 
treated for a large, left‑sided consolidation apparently 
of an infective etiology with empirical broad‑spectrum 
antibiotics for 15 days in another hospital. However, she 
had no improvement, and there was a gradual clinical 
deterioration. On examination, the patient’s general 
condition was weak. She was febrile with a temperature 
of 100.4°F and had tachypnea with a respiratory rate of 
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28/min. On examination of the chest, the movements 
were decreased on the left side with a generalized dull 
note to percussion. There was bronchial breathing 
in the left infraclavicular and axillary areas, and a 
pleural rub was heard in the left infrascapular region. 
Hematologic investigations revealed an erythrocyte 
sedimentation rate of 120 mm/1st h, C‑reactive protein 
was 161.5 mg/L (normal <10.0), and procalcitonin was 
0.3 ng/mL (normal <0.5). The patient was hypoxic with 
an SpO2 of 80% and a PaO2 of 50 mmHg on room air. X‑ray 
and contrast‑enhanced computed tomography of the chest 
showed dense consolidation of the left lung [Figures 1 
and 2]. Bronchoscopy revealed mild inflammation of the 
left bronchial tree and mucoid secretions. Bronchoalveolar 
lavage (BAL) fluid for bacteria, fungi, and Mycobacteria 
was negative. Blood culture did not show any bacterial or 
fungal growth. Her autoimmune profile was as follows: 
antinuclear antibody  (ANA), 1:320 with speckled 
pattern; anti‑dsDNA, 218 IU/ml (normal <60); anti‑Sm 
antibodies; anti‑Ro/SSA; and antiphospholipid IgG 
antibodies, 19.3 U/ml  (normal  <12.0) were positive. 
Lupus anticoagulant, anti‑La/SS‑B, anti‑RNP, RA factor, 
anti‑cyclic citrullinated peptide, anti‑glomerular 
basement membrane, cytoplasmic anti-neutrophil 
cytoplasmic antibodies (cANCA), anti‑beta‑2 glycoprotein, 
antiphospholipid IgM, and anti‑cardiolipin antibodies 
were negative. Hypocomplementemia was present with C3 
of 0.24 g/L (normal 0.9–1.8) and C4 of 0.06 g/L (normal 
0.1–0.4). On the basis of the 2012 Systemic Lupus 
International Collaborating Clinics  (SLICC) and 2015 
revised criteria, the patient had clinical evidence of 
pleuritis and positive immunological findings of ANA, 
anti‑dsDNA, anti‑Sm, anti‑Ro/SSA, antiphospholipid 
antibodies, and low complement levels. Thus, a definitive 
diagnosis of acute lupus pneumonia was made. The 
patient was administered antibiotics clarithromycin and 
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