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in the case in question might be related to the diagnostic 
protocol employed in the patient. It is well‑known that TST 
has many limitations, including difficulty in administration 
and interpretation, the need for a return visit by the patient, 
and false‑positive results caused by significant cross‑reaction 
with Mycobacterium bovis incorporated in BCG vaccines and 
many non‑tuberculous mycobacteria. Interferon‑γ release 
assays (IGRAs) are blood tests that measure T‑lymphocyte 
release of interferon‑γ after stimulation by antigens specific 
for Mycobacterium tuberculosis. Because these antigens 
are not found on M. bovis‑BCG or most non‑tuberculous 
mycobacteria, IGRAs are more specific and rapid tests than 
the TST, yielding fewer false‑positive results.[5] Hence, 
IGRAs are more preferred worldwide for the diagnosis of TB 
infection even in HIV‑infected patients as well as it would 
significantly decrease unnecessary preventive treatment in 
healthy unexposed BCG‑vaccinated children. I wonder why 
Bayhan et al.[1] did not consider IGRAs in the diagnostic 
algorithm in their studied patient.
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Malignant pleural effusions: Differentiating pelvic malignancies

Sir,

We would like to compliment Agrawal et al.[1] on their 
informative study on malignant pleural effusions in 
the tertiary care set up. In this regard we would like to 
emphasize some pertinent aspects.

Cancer of the female genital tract in the aforementioned 
study accounted for 9.74% of all cases of carcinomatous 
pleural effusions. The importance can be gauged from 
the fact that they amounted to 33.7% of all the malignant 
pleural effusions seen in the female sex (30 of the 89 female 
patients). Malignant pleural effusions associated with 
carcinoma ovary constitute a significant subset of these 
patients. In many studies including Agrawal et al. (as 
well as several studies[2,3] quoted by the authors), the 
significance of this subgroup has been overlooked and 
the incidence of such cases has not been quoted. Though 
the general outlook for patients with malignant pleural 
effusions has been seen to be dismal and the mean survival 
has been seen to be 3 to 12 months as mentioned in the 
study. The median survival for patients with this specific 

subgroup of patients has been seen to be much better 
i.e 2 years[4] after taxane, platin based chemotherapy. The 
identification of such patients is readily aided by serum 
(as well as pleural fluid) Ca 125 levels though specificity 
remains on the lower side. Thus such patients with better 
outlook need to be separately identified in such studies.

Also, in the reference study a definitive diagnosis was 
eluded in 40% of the pleural fluid cytology specimens. 
Another important subgroup of patients with malignant 
pleural effusions remains the category of unknown 
primary malignancies which accounted for 12% of the 
total patient load. Perhaps immunocytology can be of help 
in such patients. The application of this technique can be 
helpful in characterising such patients and the benefit of 
targeted treatment can be passed on to the ailing patients. 
Immunohistochemical markers can aid in both differentiating 
malignant effusions from reactive effusions in cancers as 
well as differentiating various cancers. Various molecular 
markers like calretenin, CEA, Ca19‑9, Ca 125, CK 5/7, TTf1, 
Ber‑EP4, PSA etc have been found to be helpful though these 
remain to be standardized.[5] It has been seen to be a simple 
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economical method, which markedly boosts the diagnostic 
yield of tumorous effusions with cytology. Though in the 
emerging developing countries problems remain regarding its 
availability, the use of such a technique can help in improving 
the grim outlook seen such patients.
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Clinicopathological profile and course of malignant 
pleural effusion in a tertiary care teaching hospital in 
western Uttar Pradesh with special reference to lung 
cancer

Sir,

We would like to thank  Sharma et al.[1] for acknowledging 
our work[2] and raising a few important points about 
malignant pleural effusion and female genital tract 
cancer.

Female genital cancers were not discussed in detail in 
our study as that was not the primary aim. Our study was 
conducted in a resource‑limited manner regarding the 
cost and availability of tests. We cannot but agree with the 
authors that immunohistochemical and molecular markers 
must be used to diagnose  cancers of unknown primary and 
pass on the benefit of targeted treatment.

Our study had 30 cases involving the female genital 
system, of which 28 were ovarian cancers and one each 
cervical and endometrial cancer. Patients of malignant 
pleural effusion with ovarian cancer have intermediate 
prognosis, better than lung cancer but worse than breast 
cancer.[3] In our study, too, only 10 out of 135 (7.4%) 
patients of lung cancer survived for 6 months, while 
4 out of 30 (13.3%) ovarian cancer patients and 8 out 

of 36 (22.2%) breast cancer patients were alive after 
6 months follow‑up.

In another study[4] by us titled “Malignant pleural effusion 
in carcinoma ovary: Experience of a tertiary care teaching 
hospital in northern India,” published in Indian Journal 
of Basic and Applied Medical Research,[3] we found cancer 
antigen 125 (CA‑125) to be a highly sensitive marker, 
which fell significantly to a low level with treatment and 
rose again on recurrence (5745.59 IU/L vs 778.50 IU/L vs 
4785.85 IU/L).
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