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This guideline aims to provide evidence-based 

guidance on the investigation and management of: 

  

Spontaneous pneumothorax (SP).  

Undiagnosed unilateral pleural effusion.  

Pleural infection.  

Pleural malignancy (MPE). 

 

 



Clinical pathways/decision trees 

Pneumothorax Pathway 

 

 



Spontaneous pneumothorax 

Acute management for spontaneous pneumothorax: 

 
 Conservative management can be considered for the treatment of minimally symptomatic 

      or asymptomatic       primary spontaneous pneumothorax in adults regardless of size.  

 

 In patients not deemed suitable for conservative  ambulatory management, needle aspiration 

       or tube drainage should be considered for the initial treatment of primary spontaneous pneumothorax 

       in adults.  

 

 Chemical pleurodesis can be considered for the prevention of recurrent of secondary spontaneous 

pneumothorax in adults even during/after  ( the first episode).  

 

 

  Thoracic surgery can be considered for the treatment of pneumothorax in adults at initial 

presentation if recurrence prevention is deemed important. 

 



Accepted indications for surgical advice are as 

follows: 

 
  Tension Pneumothorax. 

  first secondary pneumothorax associated with significant 

physiological compromise. 

  Second ipsilateral pneumothorax, First contralateral pneumothorax. 

  Synchronous bilateral. 

  Persistent air leak (despite 5–7 days of chest tube drainage) or 

failure of lung re-expansion. 

  Spontaneous haemothorax. 

  Professions at risk (eg, pilots, divers, military personnel), even after 

a single episode of pneumothorax; 

  Pregnancy. 



Optimal surgical approach and surgical operation : 

Recommendations: 

  Video-assisted thoracoscopy access can be considered for 

surgical pleurodesis in the general management of pneumothorax in 

adults.  

  Thoracotomy access and surgical pleurodesis should be 

considered for the lowest level of recurrence risk required for 

specific (eg, high-risk) occupations. 

 

  Surgical pleurodesis and/or bullectomy should be considered for 

the treatment of spontaneous pneumothorax in adults. 

 

 



 

 

 



Unilateral pleural effusion diagnostic 

pathway 

 

 



 

 

 



Suspected pleural infection, non-purulent 

fluid – initial decision tree 

 

 



 

 

 



Indications for pleural fluid drainage in 

pleural infection: 

 
  Patients with frankly purulent or turbid/cloudy pleural fluid.(B) 

 

 The presence of organisms identified by Gram stain and/or culture 

from a non-purulent pleural fluid sample. (B) 

 

 Pleural fluid pH <7.2 in patients with suspected pleural infection 

(B). 

 

 Patients with a loculated pleural collection . (C) 

 

 

 

 
 

 



Indications for pleural fluid drainage in 

pleural infection: 
 

 

 A pleural fluid LDH >1000 IU/L, glucose <40 mg/dL.AATS 

(2017). 

 

  Large non-purulent effusions (ie, ≥0.5 hemithorax) 

 could be drained for symptomatic benefit. (C) 

 

 Poor clinical progress during treatment with antibiotics alone 

should lead to promp patient review, repeat pleural fluid sampling 

and probably chest tube drainage. (B) 
 

 

 



 

 

Pleural infection treatment pathway 

 

 

 



 



 

 

Malignant pleural effusion pathway 

 



 



does intrapleural fibrinolytics  

therapy improve outcomes??? 

 

 



MIST1; MIST2 : 

Recommendations: 
 

 Combination tissue plasminogen activator (TPA) and DNAse 

should be considered for the treatment of pleural infection, where 

initial chest tube drainage has ceased and leaves a residual pleural 

collection . 

 

  Saline irrigation can be considered for the treatment of pleural 

infection when intrapleural tPA and DNase  therapy or surgery is 

not suitable . 

 

  Single agent tissue plasminogen activator (TPA) or DNAse should 

not be considered for treatment of  pleural infection.  

 Streptokinase should not be considered for treatment of pleural 

infection . 

 
 

 



Recommendations: 

 

 The rationale for this approach is based upon data that report 

lower rates of referral for surgery (by 30 to 80 percent) when 

tPA/DNase are used. 

 

  When administering TPA plus DNase the regime of should 

be 10 mg TPA twice daily  + 5 mg  DNase for 3 days . 

 

 

  repeat chest CT should be performed 24 to 48 hours after 

the chosen intervention(s) to evaluate the response.  

 

 



 

 


