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A Case of Pleural Effusion due to Hypothyroidism

A

Serous effusions have been most commonly associated with ascites, pericardial effusion, and heart failure. But, they
have been considered to be an unusual form of complication in hypothyroidism and pleural effusion, which has been

observed as an isolated finding in hypothyroidism is apparently rare and complete analysis of these types of

IS

unilateral pleural effusion in a 77 year-old male patient who was improved through levothyroxine sodium with brief
5

hypothyroid-associated pleural effusions has yet not been described. We report a case of hypothyroidism associated with
review of the literature. (Tuberc Respir Dis 2006: 59: 321-325)
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Table 1. Reported cases of pleural effusion occurring with myxedema

Cardiomegaly or pericardial

Source, year Age, yr/Sex effusion on chest X-ray Ascites Pleural effusion
Schneierson and KatZ®,1958 73IM No No Right; moderate
Marzullo and Franoo7,1939 48/F Yes Massive Right; large
Pathy?, 1955 50/F Yes Massive Left; moderate
MussiofFoumier‘3,1925 +F No roentgenogram Present Presentx

*F No roentgenogram Present« Present+
Hurxthal™ 1935 63/F Yes Moderate Bilateral
Hanssen"®, 1933 51/F Yes Massive Right; small

49F Yes Massive Bilateral; minimal

*No additional information

e Polton], GOt wEL Y, ¥
& 2A5A wsnh A £F ATE G,

=

5 el sagFo] HEE AT

ZAK A7 0 RIS A4 132 gnydL,
St EAE 41%, M 6880/mm’(EFT 68%, o
A 19.8%, THElTE 9.2%, A 2.3%), B4
167,000/mmi’ 0| e}, dwkslsbaAMY glucose 157 mg/dL,
calcium 10.1 mg/dL, phosphate 3.4 mg/dL, total pr-
otein 6.2 gm/dL, albumin 3.9 gm/dL, AST 26 IU/L,
ALT 34 IU/L, total hilirubin 0.3 mg/dL, alkaline
phosphatase 99 TU/L, uric acid 9.8 mg/dL, choles-
terol 186 mg/dL, BUN 355 mg/dL, creatinine 2.6

mg/dL, %24 A(LDH) 246 IU/L, Na 137
mEq/L, K 56 mEq/L, Cl 100 mEq/Le]%lth Pro-
thrombin time2 100%, aPTTT 33%°]th AW
Ar= AA o i)

A9 GAl AJF FAHARE WE T 820/mm’
[T 93%(F= "), TFT T%], T4 4500
gm/dL, 525 E4(DH) 116 [ULZE A& 427
S Btk F9de] ADA(adenosine deaminase)™
14.2 TU/L, CEA(carcinoembryonic antigen):= 0.37
mg/L o]t} %@,—Qﬂ MERAAAAT A M EE= Kol
719 B gEAEo] HEEH
At gt 2 i‘?—u“—‘]‘ Akt = g uje ARV &

Figure 1. Chest PA shows right pleural effusion. Right decubitus film shows the fluid shifting.
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65.67 pg/dL(%7d 80-120 pg/dL),
0.73-1.95 ng/dL), TSH(thyroid Stlmulatmg hormone)
+ 100 pg/ml ©]”’H(A73 0.34-3.5 pg/ml), anti-micro-
some antibody+< 55 IU/ml ©]3} (A7 60 IU/ml ©]
3}), TBII(thyroid stimulating hormone inhibitory
16.7%(A7 12 %°]3}), anti-th-
yroglobulin antibody+ 15.02 TU/ml(60 IU/ml ©]3&})
ol 2¢ ¥ —?@7&*%} fT4 091 pg/dL, TSH
74.14 ng/mle] Sl

A7 ]bxi OF A #3ZE 98] levothyroxine sodium
Fol 15 F AAF Foralgapd WET 610/mm’
[ RN%(F=2 FZTF), ST 8%], &4 3700
gn/dL °]91em, 19 Foll = W& 1480/mm’ )
T 66% (2 PYEZ), T35 33%, TAH 2%] ©h
4 3100 gm/dL ©]$]
LAMEA AAL:

immunoglobulin) &

H>_g

B2 A kS tH(Figure 2).

AEST AL 420 A0S 8-S 70%0] 9L, A

Figure 2. Chest CT scan shows right pleural effusion
and connection of saphenous vein to distal right co
ronary artery after coronary artery bypass surgery.
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G Holx| gon sA4F4 A1 i (concentric
hypertrophy) €Jol] Eo] A7 Ho|x| ¢katc} 19 2
39 & FA A wskd A qlslth

He S AAL: FAA4 5051 S submesothelial

(e}
fibrosis) ©]9]9] ThE A7ALS Ho|x| &9k

ot H X2 1 opd Tl i e %—ﬂﬂ 8l
i, e S A 2ol glewA AR SR W
gebA] edob oo HAF Ak 28 gk 7)E
A FaEAE oy G A9 A=
4 FeE el e 484 FAHAEE A9 54
ARE 1 St Adst ot Fatel A &3t
fARATE T A 124 1 A Askid 1
A 7Vs A 23E A SRlEEA 2 AR

thyroxine sodium 0.025 mg F9& A1#ste] 0.15
mg7HA F#3te] X 839t} Levothyroxine sodium
Fo 85 5 &4 X-A AR Fatdgo] AA8] 7t
atol(Figure 3), 715 A8k o3 d54 &
ualZ ol o Z 7 "/‘rO}.’ﬂ_ levothyroxine sodium 0.1lmg
o= A% A Edste] AAl QA A #F
Zo|tt.

l‘>

Figue 3 Chest PA shows decreased right pleural eff
usion after 8 weeks of levothyroxine sodium therapy.
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