Letters to the Editor / Arch Bronconeumol. 2009;45(6):306-310 307

hyperresponsiveness is only resolved after many months. In most
patients, asthma appears to be readily manageable if the patient
agrees with and works with the physician. The opposite is no less
true, however, and is likely to lead to a less than desirable outcome.
Every attempt should be made to determine why asthma control
levels are the same if not worse than 15 years ago—despite the
immense efforts made in research. Do you happen to know of a
physician who attends a patient with asthma and, after prescribing
inhaled corticosteroids, says, “Please come back in a year?”
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Diagnostic Yield of Culture for Mycobacteria in Tuberculous
Pleural Effusions

Rendimiento diagnéstico del cultivo de micobacterias
en derrames pleurales de origen tuberculoso

To the Editor:

One of the most common causes of pleural effusion in our hospital
is pulmonary tuberculosis. However, it is not always easy to confirm
the tuberculous origin. The gold standard technique for confirmation
is still pleural biopsy together with culture of pleural fluid sent to the
microbiology laboratory, where both conventional media and
specific media for mycobacteria are used. Growth of mycobacteria is
typically poor,' with very variable isolation rates, between 8.5%? and
35%, depending on the study, although it has not been clearly
established in our hospital.

We performed a retrospective study in the microbiology
laboratory of Hospital El Bierzo in order to determine the yield of
this technique in our practice. All samples of pleural fluid sent to the
laboratory over a 17-year period (1992-2008) with a request for
culture and microscopy for mycobacteria were included in the study.
There was a total of 1440 samples of pleural fluid from different
patients. The samples were centrifuged; the sediment was seeded
onto Lowenstein-Jensen and Coletsos media and fluorescent staining
was performed. After the incorporation of automated mycobacterial
culture in liquid media into our routine practice in 2002, the samples
were also inoculated into liquid media.

The fluorescent stain gave a very low yield (0.0007%), being
positive in only 1 case. Solid and liquid media mycobacterial cultures
were positive on a total of 36 occasions, constituting 2.5% of all
pleural fluid samples received for mycobacterial culture (Table).
Growth of colonies occurred between the second and fifth weeks of
incubation in solid media in the majority of cases (64%). Growth did
not occur until the eighth week of incubation in 5 cases, in which
only 2 or 3 colonies were observed. The number of colonies was
usually very low, with only 1 colony in 28% of positive cases, and
fewer than 10 colonies in 50%. This seemingly unimportant situation
delayed the identification process, determination of the antibiogram,
and sending the tests results to the physician. It should be noted that
pleural fluid was the only respiratory sample from which
Mycobacterium tuberculosis colonies grew in the majority of patients,
indicating that culture of sputum and other samples was negative in
almost all cases.

Table
Results of Culture and Microscopy for Mycobacterium tuberculosis in Pleural Fluid
Samples Received in Hospital El Bierzo Over a 17-Year Period (1992-2008)

No. of Cases %

Pleural fluid samples from different patients 1440 100
Positive microscopy 1 0.0007
Positive cultures 36 2.5
Growth of 1 colony 10 28
Growth of <10 colonies 18 50
Growth between weeks 2 and 5 23 64
Growth during week 8 5 14

The inclusion of automated incubation in liquid media into our
routine practice enabled M tuberculosis incubation times to be
reduced. However, due to the small number of bacteria present in
pleural fluid, the detection times are generally longer than for other
types of respiratory samples.

In conclusion, we would like to draw attention to the fact that
mycobacterial culture of pleural fluid from an effusion of probable
tuberculous origin has a low diagnostic yield due to the small number
of mycobacteria present in the fluid. Whenever possible, it should be
associated with image-guided pleural biopsy, which achieves higher
percentages of mycobacterial isolation.* Although other parameters—
determination of adenosine deaminase or interferon in the pleural
fluid—are more useful for the initial diagnostic and therapeutic
decisions, culture is the only method that will confirm the diagnosis
and enable the sensitivity of the isolated strains to antituberculosis
drugs to be determined.
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