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Efficiency of clinical, radiological and laboratory testing
in the diagnosis of pleural tuberculosis*
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Background: In Brazil, tuberculosis is the major cause of pleural effusion. In more than 50% of cases, treatment has
been initiated prior to confirmation of the diagnosis. Our objective was to identify factors that can contribute to the
diagnosis.

Method: We studied 215 consecutive patients with pleural effusion: 104 from tuberculosis (TB) and 111 from other
causes (41 were from malignancies, 29 involved transudation, 28 were parapneumonic and 13 were from other etiologies).
Clinical, radiological and laboratorial variables were evaluated for differences between the two groups, individually or in
combination.

Results: Male gender and PPD > 10 mm were significantly more frequent in the tuberculosis group. Radiological
features were similar in both groups. Among the continuous variables, adenosine deaminase (ADA), percentile of
cells, protein and age performed better as isolated diagnostic criteria. Between the group with tuberculosis and
that with pleural effusion from other causes, no significant differences were found in Lactate dehydrogenase, total
leukocytes or duration of disease. The correlation of ADA with any other well-developed continuous variable
showed an LR+ > 10 and an LR- < 0.1, which effectively confirmed or ruled out a diagnosis of tuberculous pleural
effusion.

Conclusions: In patients with ADA levels > 39 at 95% sensitivity, the specificity can be improved to more than 90% if
we consider non purulent effusion or effusion with a predominance of lymphocytes (> 50%).
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Siglas e abreviaturas utilizadas neste trabalho:
ADA – Adenosine deaminase
HIV – Human immunodeficiency virus
NTB– Nontuberculous
PMN – Polymorphonuclear
PPD – Purified protein derivative
ROC – Receiver operating characteristic
TB – Tuberculosis

INTRODUCTION
Incidence of pleural effusion by cause varies

according to the prevalence of those diseases in a
given area. Tuberculosis is responsible for
approximately half of the cases of pleural effusion
in the city of Rio de Janeiro(1,2).

Culture and identification of species is the gold
standard for etiologic diagnosis of pleural effusion,
although time consuming and of moderate
sensitivity(3-5). As a result, the presence of
granuloma combined with caseous necrosis is
accepted as a diagnostic criterion and has been
considered definitive, especially in areas where
tuberculosis is highly prevalent(3,5-7). Even if we
consider these two criteria, that is, culture and
histopathological examination, a definitive
diagnosis is only made in approximately 85% of
cases(8). In practice, efficiency can be even lower.
Data from the city of Rio de Janeiro revealed that,
in a great number of cases (approximately 50%),
treatment was initiated prior to confirmation of
the diagnosis(9).

Among other new diagnostic methods,
determination of adenosine deaminase (ADA)
activity has been highlighted in the diagnosis of
pleural tuberculosis because of its high sensitivity
(> 90%). Most studies have confirmed the
usefulness of this method and have recommended
its use in the routine investigation of pleural
tuberculosis, even in patients infected with human
immunodeficiency virus (HIV), especially in areas
where prevalence of the disease is high(10,11).
However,  due to i ts  moderate specif ic i ty
(approximately 85%), this diagnostic method
cannot be used in isolation. Therefore, in order to
improve the efficiency of the test, its has been
suggested that it be used in combination with other
clinical and laboratory criteria(2,7,10-19). Unfortunately,
these criteria, as well as an acceptable probability
value, have yet to be established.

The main objective of the present study was to
evaluate the efficiency of clinical, radiological and
laboratorial testing in the diagnosis of pleural
tuberculosis.

METHOD
This was a transversal  study in which

consecutive patients submitted to routine testing
for the diagnostic investigation of pleural effusion
at the Hospital Universitário Gaffrée e Guinle

(Gaffrée and Guinle University Hospital) of the
Universidade Federal do Estado do Rio de Janeiro
(Rio de Janeiro Federal University) were included.
Patients for whom ADA could not be determined
or for whom a definitive diagnosis could not be
made, as well as those patients who had been
previously included in the study, were excluded.

The group of pat ients diagnosed with
tuberculosis (TB) comprised those who met at least
one of the following criteria: detection of TB bacilli
by direct microscopy or culture from pleural fluid
or sample; granuloma in the pleural sample (with
or without caseous necrosis if tuberculosis had
been bacteriologically confirmed in another area);
verified absence of other granulomatous diseases.

The group of patients not diagnosed with
nontuberculous pleural effusion comprised patients
whose pleural effusion was due to other causes than
tuberculosis: this involved transudation(20)  and exudation,
infection (especially in the case of parapneumonic
effusions and empyema), and other diagnoses in
accordance with criteria described in the literature(5,21).

From among the variables routinely obtained
during the investigation of pleural effusion, we
se l ec ted  some based  on  recogn ized
discriminatory power in the differential diagnosis
of pleural effusion and reliability of the available
data. The variables chosen included gender, age
and duration of disease (data obtained from the
in te rv i ew) .  In  add i t ion ,  we  cons ide red
radiologica l  f indings regarding presence,
location and volume of the effusion-induced
lesion (evaluated by a pulmonologist on the day
of thoracocentesis). Furthermore, results of
pleural fluid cytometry and determination of
protein, lactate dehydrogenase and ADA (all
performed in routine testing), as well as from
purified protein derivative (PPD) skin tests, were
included. All laboratory testing was performed
in accordance with recommended guidelines(2,22-

25). Technicians blinded as to the diagnoses
carried out the tests.
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The determination of ADA levels in pleural fluid
was performed in duplicate in accordance with the
technique described by Giusti (26).  After
centrifugation, supernatant was stored at -20oC in
a freezer, with no addition of anticoagulants. A blank
was prepared for every sample. Blanks for the control
of substrate and reagents were prepared daily.

We calculated the frequency of nominal
variables, as well as central measures, dispersion,
and range of continuous variables for the
presentation of sample characteristics and of
variables per group. The chi-square test was used
for nominal variables and Mann-Whitney or Kruskal-
Wallis tests were used for continuous variables.
Values of p < 0.05 were considered statistically
significant (rejection of the null hypothesis). Odds
ratios and the properties of diagnostic testing were
calculated from 2X2 contingency tables, and the
greatest discriminatory power was determined using
the receiver operating characteristic (ROC) curve.

The Ethics Research Committee of the Hospital
Universitário Gaffrée e Guinle approved this study in
1998, in accordance with resolution 196/96 released
by the Department of Health. This study was
unsponsored and there was no conflict of interest.

RESULTS
The study comprised 294 consecutive pleural

effusion patients submitted to pleural puncture.
Of these, 42 were excluded because ADA levels
could not be determined, and 5 were excluded
because they had been previously included.
Another 32 patients were excluded because the
diagnosis was unconfirmed, although 17 of these
were considered probable cases of tuberculosis.

Of the 215 cases included in the study, 104
(48%) were diagnosed with tuberculosis (TB
group), and the remaining 111 (52%) were
diagnosed with other diseases that were
nontuberculous (NTB group). In the NTB group,
pleural effusion resulted from malignancies in 41
patients (19.1% of the total sample: 7 with
lymphoma and 34 with metastases)  and
transudation in 29 (13.5%). In the same group,
28 patients (13%) were parapneumonic (12 simple
cases and 16 with complications), which resulted
in their pleural effusion. The remaining 13 NTB
patients (6%) presented other etiologies: 3 with
systemic lupus erythematosus, 2 with pulmonary
thromboembolism, 2 with pancreatitis, 1 with

hemithorax, 1 with chylothorax, 1 with Dressler’s
syndrome, 1 with endometriosis, 1 with chronic
renal disease, and 1 with liver disease).

Frequency of nominal variables in the groups is
shown in Table 1. There was a predominance of
males in the sample (male/female ratio of 2.7:1 in
the TB group and 1.1:1 in the NTB group). A higher
proportion of males was also found in the subgroups,
such as in patients with parapneumonic effusion.
However, there was no significant difference between
this subgroup and the TB group (p = 0.4988).

Radiological findings revealed that effusion due
to tuberculosis was typically unilateral and mostly
present in the right hemithorax. However, there was
no significant difference between the TB and NTB
groups. In patients with transudation, most effusions
(69%) were found in the right hemithorax, and the
incidence was significantly higher than in the TB
group (p < 0.0001). Bilateral effusions were two
and a half times more frequent in the NTB group,
especially in the cases involving transudation and
those secondary to systemic diseases. No significant
difference was found in effusion volume between
the TB and NTB groups (p = 0.1802), although
massive effusions were more frequent in the NTB
group. Incidence of parenchymal lesions was higher
in the NTB group, but there was no significant
difference in comparison with the TB group (p =
0.0753). Radiography revealed lesions in 16 (40%)
of the 41 cases involving malignancies (4 cases of
lymphoma and 12 of metastasis), which was
significantly higher than in the TB group (p =
0.0056). Lesions were also present in 33% of
patients in the parapneumonic subgroup, although
this incidence was not higher than in the TB group
(p = 0.1384).

Only 52 patients (41%) were submitted to PPD
skin tests. The few weak responses were studied
concomitantly with negative results. Incidence of
strong reaction (induration > 10 mm) was
significantly higher in the TB group (76%) than in
the NTB group (p = 0.0008).

Table 2 shows significant differences of central
measures between TB and NTB groups, as well as
the greatest discriminatory power and the area
below the ROC curve for continuous variables.

Mean age was lower in the TB group, and the
difference was significant in comparison with the
NTB group. In comparing the TB group with NTB
subgroups, we found no significant difference
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TABLE 1
Nominal variables in the TB and NTB groups

Variable TB NTB
group group

 N %  N %
GENDER
Male 76 35,35% 60 27,91%
Female 28 13,02% 51 23,72%
X-RAY (SIDE)
Right 57 26,51% 64 29,77%
Left 43 20,00% 36 16,74%
Bilateral 4 1,86% 11 5,12%
X-RAY (VOLUME)
< 1/3 HT 39 18,14% 51 23,72%
Between 1/3 and 2/3 35 16,28% 25 11,63%
> 2/3 HT 30 13,95% 35 16,28%
X-RAY (LESION)
Absent 84 40,38% 75 36,06%
Present 18 8,65% 31 14,90%
PPD
Non-reactive 9 11,24% 19 21,35%
Weak response 5 5,62% 5 5,62%
Strong response 38 42,70% 12 13,48%
PPD: purified protein derivative; TB: tuberculosis; NTB: nontuberculous; HT: hemithorax

TABLE 2
Characteristics of continuous variables

Variable TB NTB p Value AUC 95% CI
group group

Age 80,02 134,21 0,0001 < 45 0,752 0,689 a 0,808
Time 97,61 113,7 0,0558  < 45 0,576 0,507 a 0,644
Protein 133,28 83,13 0,0001 > 4,1 0,734 0,670 a 0,792
LDH 108,08 86,7 0,0079 > 298 0,611 0,538 a 0,680
Leukocytes 99,99 98,12 0,8179 < 6000 0,491 0,419 a 0,563
Lymphocytes 136,91 77,76 0,0001 > 81 0,799 0,717 a 0,833
PMN 78,53 132,93 0,0001 < 18 0,757 0,693 a 0,813
ADA 152,72 66,1 0,0001 > 39 0,903 0,855 a 0,939
TB: tuberculosis (median); NTB: nontuberculous (median); AUC: area under the receiver operating characteristic curve; 95% CI: 95%
confidence interval; LDH: lactate dehydrogenase. PMN: polymorphonuclear; ADA: adenosine deaminase

between the TB group and the parapneumonic
subgroup (p = 0.1120). Incidence of tuberculosis
is higher (68%) among patients younger than 40.
On the other hand, 80% of those older than 50
were diagnosed with etiologies other than
tuberculos is ,  especia l ly mal ignancies and
transudation.

Although median disease duration was the same
in both TB and NTB groups, there were extreme
values in the NTB group, shorter  in the
parapneumonic subgroup (median of 18 days), and
longer in the case of malignancies (median of 60

days). When we established two ranges with a
discriminatory power of 45 days, there was shorter
time to symptom relief in the TB group and
parapneumonic subgroup, as well as in those with
effusions resulting from other infectious diseases,
than in those with malignancies or transudation.

Protein levels in pleural fluid were higher in
the TB group than in the NTB group. This difference
was significant even if we exclude the cases
involving transudation (p = 0.0007). Within the
malignancy subgroup, protein levels were the
lowest in the case of lymphomas and were
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TABLE 3
Comparison of efficiency in the differentiation between TB and NTB

 X2 p OR 95%CI Accuracy SE 95%CI SP 95%CI
Gender 7,561 0,006 2,31 1,25-4,26 59,1 73,1 66-80 45,9 39-52
XR side 0,753 0,386 0,75 0,41-1,37 51,6 57,0 49-64 36,0 29-43
XR U/B 2,179 0,140 2,75 0,77-10,64 46,5 96,2 92-99 9,9 3-12
XR volume 0,078 0,780 1,14 0,61-2,12 50,7 71,2 64-78 31,5 25-38
XR lesion 3,266 0,070 1,93 0,95-3,93 55,3 82,4 76-88 29,2 23-35
PPD 12,062 0,001 5,28 1,94-14,67 70,0 71,7 62-79 67,6 54-79
Age 39,042 0,0001 6,90 3,56-13,50 71,2 80,8 74-87 62,2 56-68
Time 7,944 0,005 2,69 1,32-5,53 57,8 84,2 78-90 33,6 28-39
Proteín 39,022 0,0001 7,66 3,77-15,78 70,5 85,6 79-91 56,4 50-61
LDH 11,834 0,001 2,99 1,56-5,76 62,2 74,2 67-81 51,0 44-57
Leukocyte 11,755 0,001 10,17 2,18-65,23 55,8 97,9 93-99 18,3 14-20
Lymphocyte 47,333 0,0001 10,39 4,85-22,64 72,6 88,4 82-93 57,8 52-62
PMN cells 41,013 0,0001 8,95 4,19-19,45 70,8 88,4 82-93 54,1 48-59
ADA 129,046 0,0001 95,87 31,89-310,57 88,8 95,2 90-98 82,9 78-86
X2: chi-square test; OR: odds ratio; 95% CI: 95% confidence interval; SE: sensitivity; SP: specificity; XR: X-ray; U: unilateral; B:
bilateral; PPD: purified protein derivative; LDH: lactate dehydrogenase; PMN: polymorphonuclear; ADA: adenosine deaminase

significantly different than in the TB group (p =
0.0017). Lactate dehydrogenase levels varied
among the groups and subgroups. Significantly
higher values were found in the TB group. However,
this difference was due to those cases involving
transudation. When the transudation subgroup was
excluded from the NTB group, the difference was
not significant (p = 0.9748).

Total  leukocyte counts and lactate
dehydrogenase levels showed wide ranges, and
there were no statistically significant differences
between the TB and NTB groups.  In the
transudation and parapneumonic subgroups,
cytometry values were significantly different than
those found in the TB group (p < 0.0001). In most
TB group patients (97%), leukocyte counts were
lower than 6000 cells/ mm3, whereas they were
higher than that in 68% of parapneumonic patients.

Lymphocyte counts were significantly higher in
the TB group than in the NTB group or in any NTB
subgroup: transudation (p = 0.0051), malignancy
(p = 0.0007), parapneumonic (p < 0.0001) and
others (p < 0.0001). Lymphocytes predominated in
99% of TB group patients (more than 50% in the
differential count), 59% with lymphocyte counts
higher than 90%. Only 20% of the cases had
lymphocyte counts higher than 90% in the NTB
group. Polymorphonuclear (PMN) cells exhibited
complementary behavior in relation to lymphocytes.
All 9 cases with PMN counts higher than 90% were
in the NTB group (with complications or empyema).

Higher ADA activity was found in the TB group,
constituting significant differences in comparison
to the NTB group and to the NTB subgroups (p <
0.0001 for the malignancy, transudation, and other
subgroups; p = 0.0005 for the parapneumonic
subgroup). The ADA values were higher than 39 U/
L in 98 patients from the TB group and in 19 patients
from the NTB group: 13 in the parapneumonic
subgroup (1 simple, 1 with complications and 11
with empyema), 3 with malignancies (2 with
lymphoma and 1 with metastasis) , 1 with
transudation, and 2 with other etiologies
(pancreatitis and systemic lupus erythematosus).

Table 3 summarizes power of the variables to
discriminate between TB and NTB using the chi-
square test and odds ratio, as well as the main
properties as diagnostic testing. We found that the
incidence of strong reaction to PPD skin test and the
proportion of males were higher in the TB group.
However, only PPD skin test presented accuracy
higher than 70%. Continuous variables – especially
ADA levels, cytometry, protein levels, and age – proved
more efficient indicators of pleural tuberculosis.

Table 4 presents combinations of tests used in
the diagnosis of pleural tuberculosis, including ADA
levels (which was the most efficient) and those
that had better individual efficiency. The best
combination was that of ADA levels and leukocyte
counts. When effusions resulting from empyema
were excluded, specificity increased considerably
(from 83% to 92%), with no loss of sensitivity.
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TABLE 4
Efficiency of ADA in effusions not caused by empyema in combination with other variables

N
TB NTB D AUC SE SP LR+ LR-

No pus 104 97 38,5 0,965 95,2 91,7 11,54 0,05
LYM > 50 102 74 38,5 0,967 95,1 94,6 17,59 0,05
LYM > 80 91 47 38,5 0,989 97,8 97,9 45,92 0,02
PTN > 4,1 89 48 39 0,869 94,4 77,1 4,12 0,07
Age < 45 84 42 30,5 0,868 98,8 76,2 4,15 0,02
ADA: adenosine deaminase; TB: tuberculosis; NTB: nontuberculous; AUC: area under the receiver operating characteristic curve; D: discriminatory
power; LYM: lymphocyte count; PTN: protein; SE: sensitivity; SP: specificity; LR: likelihood ratio

DISCUSSION
The tuberculosis bacillus was identified more

than 100 years ago. Since then, its characteristics
have been described in detail, and effective
therapeutic measures have been available for
decades. Since early diagnosis is important for the
control of the disease, diagnostic methods should
be simple, rapid, inexpensive and easily performed,
allowing them to be widely used, even in areas
with poor socioeconomic conditions. Speed and
precision are mutually exclusive characteristics in
current tuberculosis testing methods(27). This
problem is compounded in cases of extrapulmonary
tuberculosis, in which confirmation of diagnosis
is more difficult.

Age, protein levels, lymphocyte counts, PMN
counts and ADA levels proved to be consistently
useful as diagnostic tests in isolation. In
differentiating between tuberculosis and other
causes of pleural effusion, these variables presented
significant differences in central measures between
groups, higher values in the area under the ROC
curve (> 0.7), higher accuracy (over 70%), higher
odds ratio (above 5) and higher minimal 95% CI
(greater than 3.5). These findings are quite similar
to those described in the literature, especially when
compared to a study carried out in São Paulo(10),
which identified the same tests as relevant for the
diagnosis of pleural effusion. Other authors have
suggested the use of these tests, both in isolation
and in combination(10,14,15,27-30).

Determination of ADA levels was the most
efficient test and the only one that could possibly
be used in isolation for the diagnosis of pleural
tuberculosis. The sensitivity of ADA determination
was 95% (95% CI of 90% to 98%), which is in
accordance with what has been described in the
literature (95% CI of 88% to 100%). If we consider

that tests with high sensitivity allow the exclusion
of a diagnostic hypothesis, the diagnosis of
tuberculosis should be considered very unlikely if
ADA levels are low. However, since specificity of
ADA was 83% (95% CI of 78% to 86%, compared
with 81% to 97% in the literature), we should not
use this test in isolation to confirm the diagnosis
of tuberculosis(2,7,10-19,31). Therefore, it is important
that we identify the possible causes for the increase
of ADA activity so that these causes are taken into
consideration when there is an increase in enzyme
levels. Increased ADA levels have been related to
pleural effusions resulting from tuberculosis,
rheumatoid effusion (which is rare), as well as to
some cases of pleural effusion secondary to
lymphoma or leukemia, and in most cases of pleural
effusion caused by empyema(1,32-35).

Since parapneumonic effusions resulting from
empyema, as well as effusions resulting from
tuberculosis, are most often related to increased ADA
levels, they have been excluded from case analyses
by some authors because they are easily identified
and do not significantly affect the use of this test
in clinical practice(10,11,36,37). When we excluded these
cases from analysis in the present study, specificity
increased and sensitivity was unaffected.

In order to exclude complicated parapneumonic
effusions, ADA levels have been used concomitantly
with lymphocyte counts or lymphocyte count/
neutrophil count ratios(10,30,35,36,38). We should be aware
of the fact that we are excluding, in addition to
empyema, some uncomplicated parapneumonic
effusions and pleural effusions related to pancreatitis
or systemic lupus erythematosus, as well as pleural
effusions secondary to pulmonary thromboembolism,
in which neutrophils are often predominant(5,39).
Occasionally, we may mistakenly rule out a diagnosis
of tuberculosis because neutrophil counts are not as
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high in initial effusions(39). Using high ADA values,
lymphocyte proportions higher than 80% and greatest
discriminatory power (determined from the ROC curve
and used by other authors)(40,41), we ruled out
tuberculous effusion in 12 cases, and other types
(including parapneumonic effusion involving
complications, as well as pleural effusion resulting from
pancreatitis, thromboembolism or empyema) in 47
cases. Due to its lower sensitivity, this combination
reduced the chance for making a definitive diagnosis
of tuberculosis, although there was a significant
increase in specificity (to more than 97%), with only
one false positive diagnosis (lymphoma). Using the
criteria of high ADA values combined with lymphocyte
proportions higher than 50% has been reported to
increase specificity with no loss of sensitivity(30). In
the present study, leukocyte proportions were higher
than 50% in the differential counts of 99% of the TB
group patients. Sensitivity of ADA levels remained the
same (95%) in this group, and specificity increased to
94.6%, with 4 false-positive diagnoses (2 lymphomas,
1 metastasis, and 1 parapneumonic effusion).

The combination of ADA levels and protein levels in
pleural fluid and their relationship with serum protein
levels could be used in the differential diagnosis between
tuberculosis and malignancies, especially
lymphomas(10,28). The incidence of tuberculosis was
higher in those cases with protein levels higher than 4
g/dL in the present study. This finding has been
considered suggestive of effusion due to infection(3,5).
However, there was no increase in the specificity of
ADA levels when it was combined with protein levels
higher than 4 g/dL, probably due to the fact that
empyema was present in 9 of the 10 false-positive
diagnoses.

The presence of pleural effusion in young adults
is suggestive of a tuberculous etiology, especially
in those regions where there is high prevalence of
the disease. There was no increase in specificity
of ADA determination in the group of patients
younger than 45 because there were several
patients who presented with empyema at this age.
This has also been reported in other studies(11,19,42).
The combination of these parameters has been
recommended in medical practice in order to
increase efficiency in the diagnosis of pleural
tuberculosis (10,18,19,43) s ince it increases the
probability of diagnosis prior to other tests, and
since empyema can be easily diagnosed through
macroscopic evaluation of the pleural fluid.

When we choose the criterion that one test or
another should be positive, the likelihood of making
an accurate diagnosis will vary, increasing sensitivity
at the expense of specificity. When we decide that
both tests should be positive, a correct diagnosis is
more likely to be achieved. Unless both tests are
very sensitive, specificity increases and sensitivity
decreases in the latter case(44).

Currently, diagnostic tests may represent the best
means of conserving health care resources. Rapid
and accurate tests are essential for effective treatment
and cost reduction. Determining ADA levels is simple,
rapid, inexpensive and easily performed. This method
can be widely used, especially in poor areas. There
are no additional risks, since it is performed using
fluid obtained during thoracocentesis, a routine
procedure in the investigation of all cases of pleural
effusion. We suggest that ADA testing be adopted as
a routine procedure in medical practice since there
is much consistent evidence of its usefulness.

REFERENCES
1. Neves DD. O valor da adenosina desaminase no diagnóstico

diferencial dos derrames pleurais [Tese de Mestrado]. Rio
de Janeiro: Universidade Federal do Rio de Janeiro; 1992.

2. S i lva Jr  CT.  Adenos ina desaminase “versus”
histopatológico pleural: avaliação da importância da
toracocentese i so lada para o d iagnóst ico da
tuberculose pleural [Tese de doutorado]. Niterói (RJ):
Universidade Federal Fluminense; 2000.

3. Martins SAS, Gerhardt Filho G, Santiago AC, Peyneau
AR, Paiva HC, Guimarães CA, Dettoni VV. Derrame
pleural tuberculoso. Tisio-Pneu 1977;IX(1):133-66.

4. Seibert AF, Haynes Jr J, Middleton R, Bas JB. Tuberculous
pleural effusion - twenty-year experience. Chest
1991;99:883-6.

5. Light RW. Pleural Diseases. 3rd ed. Philadelphia: Lea &
Febiger; 1995.

6. Ferrer J, Hamm H, Light RW. Pleural tuberculosis. Eur
Respir J 1997;10:942-7.

7. Valdes L, Alvarez D, San Jose E, Penela P, Valle JM Garcia-
Pazos JM, Suarez J, Pose A. Tuberculous pleurisy: a study
of 254 patients. Arch Intern Med 1998;158(18):2017-21.

8. Follador ECR, Pimentel M, Barbas CSV, Takagaki TY,
Kairalla RA, Deheinzelin D, Barbas Filho JV. Derrame
pleural tuberculoso: avaliacao clinica e laboratorial.
Rev Hosp Clin Fac Med Sao Paulo 1991;46(4):176-9.

9. Soares ECC. Sistema Nacional de Agravos de Notificação
(SINAN):  Informações sobre as  not i f icações de
tuberculose obtidas na SMS-RJ. In. Rio de Janeiro:
Secretaria Municipal de Saúde; 2002.

10. Fiuza de Melo FA. Atividade da adenosina desaminase
(ADA) isolada e combinada a outras variáveis no diagnóstico
da tuberculose pleural e sua aplicabilidade em infectados
pelo vírus da imunodeficiência humana (VIH) [Doutorado
em Medicina]. São Paulo: Universidade Federal de São Paulo;
1997.



416

11. Riantawan P,  Chaowal i t  P,  Wongsangiem M,
Rojanaraweewong P. Diagnostic value of pleural fluid
adenosina deaminase in tuberculous pleuritis with
reference to HIV coinfection and bayesian analysis.
Chest 1999;116:97-103.

12 . Valdes L, San-Jose E, Alvarez D, Sarandeses A, Pose A,
Chomon B,  A lvarez-Dobano-JM, Sa lguei ro M,
Rodriguez-Suarez SO. Diagnosis of tuberculous pleurisy
using the biologic parameters adenosine deaminase,
lysozyme,  and inter feron gamma. Chest
1993;103(2):458-65.

13 . Chalhoub M, Cruz AA, Marcilio C, Netto MB. Valor da
determinação da atividade da adenosina desaminase
(ADA) no diagnóstico diferencial dos derrames pleurais.
Rev Assoc Med Bras 1996;42(3):139-46.

14 . Ena J, Vallis V, Oteyza CP, Salamanca RE. Utilidad y
l imitac iones de la  adenos ina desaminasa en e l
diagnóst ico de la pleuresía tuberculosa.  Estudo
metaanalítico. Med Clin (Barc) 1990;95:333-5.

15 . I Consenso Brasi le iro de Tuberculose. Sociedade
Brasileira de Pneumologia e Tisiologia. J Pneumol
1997;23(6):281-342.

16. Kataria YP. Adenosine deaminase in the diagnosis of
tuberculous pleural effusion. Chest 2001;120(2):334-5.

17 . Pérez-Rodriguez E, Castro DJ. The use of adenosine
deaminase and adenosine deaminase isoenzymes in the
diagnosis of tuberculous pleuritis. Curr Opin Pulm Med
2000;6:259-66.

18. Villegas MV, Labrada LA, Saravia NG. Evaluation of
polymerase chain reaction, adenosine deaminase and
interferon-g in pleural fluid for the diferential diagnosis
of pleural tuberculosis. Chest 2000;118(5):1355-64.

19 . Valdes L, Alvarez D, San José E, Juanatey JR, Pose A,
Valle JM, Salgueiro M, Suarez JR. Value of adenosine
deaminase in the diagnosis of tuberculous pleural
effusions in young patients in a region of high
prevalence of tuberculosis. Thorax 1995;50:600-3.

20. Light RW, Macgregor MI, Luchsinger PC, Ball WC Jr. Pleural
effusions: The diagnosis separation of transudates and
exsudates. Am Int Med 1972;77(4):507-13.

21 . Marel M, Stastny B, Milinová L, Svandová E, Ligth RW.
Diagnosis of pleural effusions. Experience with clinical
studies, 1986 to 1990. Chest 1995;107:1598-603.

22. Chaulhoub M, Fidelis R, Barreto AP, Ramos E, Barral-Netto
M, Barbosa Jr AA. Impacto de múltiplas biópsias em dois
pontos distintos da superfície pleural no diagnóstico de
tuberculose. J Pneumol 2000;26(2):55-60.

23 . Chalhoub M, Arruda S, Fidélis R, Barreto AP, Barral Neto
M. Análise da biópsia pleural em 107 pacientes sem
líquido pleural. J Pneumol 1999;25(3):141-6.

24. Hirsch A, Ruffie P, Nebut M, Bignon J, Chrétien J. Pleural
effusion: laboratory tests in 300 cases.  Thorax
1979;34:106-12.

25 . Light RW. Pleural effusions. Med Clin North Am
1977;61(6):1339-52.

26. Giusti G. Adenosine deaminase. In: Bergmeyer HU, editor.
Methods of Enzymatic Analysis. New York: Academic
Press; 1974. p. 1093-9.

27 . Donath J. From the magic mountain to modern times.
Chest 1997;111(5):1153-4.

28. Kim YC, Pak KO, Bom HS, Lim SC, Na HJ, Park JH. Combining
ADA, protein and IFN-gamma best allow a discrimination

between tuberculous and malignant pleural effusion
[abstract]. Korean J Intern Med 1997;12(2):225-31.

29. Lee YCG, Rogers J, Rodriguez RM, Miller KD, Light RW.
Adenosine deaminase levels in nontuberculous lymphocitic
pleural effusions. Chest 2001;120(2):356-61.

30 . Oliveira HG, Rossatto ER, Prolla JC. Pleural fluid
adenosine deaminase and lymphocyte proportion:
clinical usefulness in the diagnosis of tuberculosis.
Cytopathology 1994;5(1):27-32.

31. Bañales JL, Pineda PR, Fitzgerald M, Rubio H, Selman M,
Salazar-Lezama M. Adenosine deaminase in the diagnosis
of tuberculous pleural effusions: a report of 218 patients
and review of the literature. Chest 1991;99(2):355-7.

32 . Maritz FJ, Malan C, Roux I. Adenosine deaminase
estimations in the differentiation of pleural effusions.
S Afr Med J 1982;62:556-8.

33 . Ocaña I, Martinez-Vázquez JM, Segura RM, Fernandez-
de-Sevilla T, Capdevila JS. Adenosine deaminase in
pleural fluids: a test for diagnosis of tuberculosis pleural
effusions. Chest 1983;84(1):51-3.

34 . Perez de Oteyza C, Chantres MT, Rebollar JL, Munoz
Yanez MC, Garcia Marcos F, Perez Barba M, Enriquez de
Salamanca R. Adenosine deaminase in pleural effusions.
It’s usefulness in the diagnosis of tuberculous pleurisy.
Ann Med Internal 1989;6(5):244-8.

35. Pettersson T, Ojala K, Weber TM. Adenosine deaminase
in the diagnosis of pleural effusions. Acta Med Scand
1984;215:299-304.

36 . Burgess LJ, Maritz FJ, Roux I, Taljaard JJF. Combined
use of pleural adenosine deaminase with lymphocyte/
neutrophil ratio. Increased specificity for the diagnosis
of tuberculous pleuritis. Chest 1996;109(2):414-9.

37. Neves DD, Preza PCA, Dias RM, Carvalho SRS, Chibante AMS,
Silva Jr CT, Aidê MA. Comparative study between interferon-
gamma and adenosine deaminase in the diagnosis of pleural
effusion in a high prevalence area of tuberculosis. Am J
Respir Crit Care Med 1999;159(3 part 2):A555.

38 . Bottini PV, Alves-Cunha FA, Souza MI, Garlipp CR.
Lymphocytic pleural effusions: diagnostic application
of adenos ine deaminase act iv i ty.  J  Bras  Pato l
1996;32(4):146-52.

39. Jay SJ. Diagnosis procedures for pleural disease. In
Symposium on pleural diseases. Clin Chest Med
1985;6(1):33-48.

40 . Mestitz P, Polland AC. The diagnosis of tuberculous
pleural effusion. Brit J Dis Chest 1959;53:86-94.

41. Ocaña I, Martinez-Vázquez JM, Ribera E, Segura RM, Pascual
C. Adenosine deaminase activity in the diagnosis of
lymphocytic pleural effusions of tuberculous, neoplastic
and lymphomatous origin. Tubercle 1986;67:141-5.

42 . García López MP, Salazar Lezama MA. Etiología del
der rame pleura l  en e l  Inst i tuto Nac ional  de
Enfermedades Respiratorias. Rev Inst Nac Enfermedades
Respir 1999;12(2):97-100.

43. Hamada T, Sanaka M, Hata E, Hasegawa T. [Pleural
adenosine deaminase levels in tuberculous pleurisy—its
diagnostic performance under the different prevalences
in the different age of population] [abstract]. Jpn J
Thorac Cardiovasc Surg 1998;46(1):51-7.

44. Fletcher RH, Fletcher SW, Wagner EH. Epidemiologia
Clínica: elementos essenciais. 3 ed. Porto Alegre: Artes
Médicas; 1996.


