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TRANSUDATIVE AND EXUDATIVE PLEURAL
EFFUSIONS

CASE | PRESENTATION

A 60-year-old man comes to his physician’s office
because of increasing shortness of breath and swelling
of the legs that is worse in the right than in the left leg.
He reports no chest pain, calf pain, or fever but says that
he has gained 3.6 kg (8 Ib) in the past 2 weeks and that
his stomach appears to be “getting a little larger.” The
patient has 1-pillow orthopnea and 2 to 3 episodes of
nocturia each night. He has a 20-year history of hyper-
tension and has had 2 myocardial infarctions (MIs)
within the past 5 years. Additionally, he sustained a frac-
ture of the right femur 2 years ago in an automobile
accident. Before his first MI, he had smoked 2 packs of
cigarettes daily for 35 years and drank heavily. Although
he subsequently stopped smoking and decreased his
alcohol intake slightly, he still drinks despite having
been told not to because of cirrhosis.

Although able to walk 1 mile at a normal pace
2 weeks ago, the patient now becomes dyspneic when
he walks across the room. Physical examination shows
an obese man who looks chronically ill and older than
his stated age. Temperature is 98.6°F (37°C), blood
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pressure is 120/80 mm Hg, pulse is 104 bpm, and res-
piratory rate is 14 breaths/min. Pulse oximetry reveals
an oxygen saturation of 94%. Cardiac examination
reveals no cardiomegaly, cardiac murmurs, or gallops.
There are signs of a large right-sided pleural effusion,
including absent tactile fremitus, dullness to percus-
sion, and absent breath sounds over the entire right
hemithorax. Other pertinent physical findings include
possible ascites, 2+ pitting edema of the right leg to the
midcalf, and 1+ pitting edema of the left leg to the mid-
calf. Homans’ sign is not present. A chest radiograph
shows a massive right-sided pleural effusion and a heart
of normal size.

¢ Does Patient 1 have a transudative or an exudative
pleural effusion?

¢ What diagnoses could account for the large unilater-
al pleural effusion in this patient?

DIFFERENTIATING TRANSUDATIVE FROM EXUDATIVE
PLEURAL EFFUSIONS

Pleural effusions classically have been divided into
2 groups: transudates and exudates. Transudative pleur-
al effusions develop when systemic factors influencing
the formation or absorption of pleural fluid are altered
so that pleural fluid accumulates. The fluid can orig-
inate in the lung, pleura, or peritoneal cavity. The
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