Introduction:

Tuberculosis (TB) is the single most frequent

cause of death by an infectious agent worldwide
(Palomino, 2005).

Among the extrapulmonary presentations, pleural
TB is second in frequency after tuberculous
lymphadenitis  (29%).(Menta , et al. , 1991)
Conventional methods for the diagnosis of pleural TB
have proven inefficient.

Direct examination of pleural fluid and Ziehl-
Neelsen staining requires bacillar concentrations of
10,000/mL and, therefore, has a low sensitivity (O to
1%), as main cause of pleural effusion in tuberculosis
IS delayed hypersensitivity (Tissot et al., 2005).

The sensitivity of pleural biopsy specimens is

reportedly higher whether by culture (39t079%)(Barbas
et al. , 1991)0r histologic evaluation (71 to 80%).
However, this procedure requires greater expertise, is
more invasive, and is subject to sampling error.
Methods such as tuberculin test and

measurement of adenosine deaminase (ADA) activity
in pleural fluid, which is due principally to ADA
produced by monocytes (valdes , et al. , 1996)and Is
Indicative of a local, active, inflammatory
response,quantiferon -TB Gold test (coc, 2006).

to detect a specific sequence of the M
tuberculosis genome have shown higher sensitivity
than culturing or the direct examination of pleural
fluid (Connell et al., 2006).




Aim of the work:

The aim of this prospective study is to evaluate
the diagnostic utility of unstimulated pleural IFN-y
level to quantiferon -TB Gold test in pleural fluid
for diagnosing tuberculous pleuritis.

Patients and methods:
Forty patients with diagnosis of pleural effusion

will divide into two groups

The criteria of the two groups of patients will
evaluated as follow:

1. Group 1

Probable pleural TB based on signs and symptoms
(cough, fever, chest pain, and pleural exudation) with
response to treatment or a culture positive for M
tuberculosis from sputum associated with a pleural
effusion.

2. Group 2

Pleural effusion having an etiology different from
TB established by cytologic or histologic testing.

All the participants were subjected to the
following interventions:

Full medical history.
Through clinical examination.
Plain X-ray chest.

Tuberculin test
A single specimen of pleural fluid (50 to 100
mL) was aspirated& submitted for cytologic




e examination, chemistry examination, Ziehl-
Neelsen staining, ADA activity determination,
unstimulated IFN-y,quntiferon TB-Gold
test.
Finally the results will be tabulated and analysed to
achieve the aim of the work.
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