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 Introduction: Fetal pleural effusion is rarely seen in primary care setting. It is 

more commonly diagnosed among women with diabetes mellitus in pregnancy.  

Method: This report illustrates two patients with fetal bilateral pleural 

effusions, detected at 18-week and 24-week period of amenorrhea (POA) 

during routine antenatal scans by primary care doctors.  

Result: These two pregnancies were complicated with hydrops fetalis and 

resulted in fresh stillbirth and intra-uterine death.  

Conclusion: Primary healthcare providers play an important role in the early 

diagnosis of fetal congenital anomaly, counseling regarding the ultrasonography 

findings, neonatal outcome, and referral to obstetrician for further management 

and monitoring for maternal complications, such as polyhydramnios, 

preeclampsia, mirror syndrome, and depression as a result of hydrops fetalis. 
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Introduction 

Fetal pleural effusions is a rare condition 

affecting 1 in 15,000 pregnancies  and is associated 

with chromosomal abnormalities (1, 2). Pleural 

effusions are most commonly detected in the second 

or early third trimester of pregnancy (3). In order to 

detect fetal anomaly early, sonography is performed 

at 18-20 weeks period of amenorrhea (POA) in 

primary care setting in addition to the compulsory 

scans at every trimester. Antenatal ultrasonography 

is essential to help the diagnosis of fetal growth 

anomaly. Primary care doctors should be equipped 

with ultrasonographic skills to identify fetal 

congenital anomaly for early intervention by the 

obstetricians.  

There is no concrete evidence to suggest the 

association among diabetes mellitus, parity, and 

fetal pleural effusions. However, within a year in the 

studied health clinic, two patients, who similarly 

had gestational diabetes mellitus (GDM) and 

grandmultiparity, were diagnosed to have fetal 

pleural effusions. Subsequently, timely referral to 

obstetrician and close monitoring for maternal 

complications, such as polyhydramnios, 

preeclampsia, and psychosocial well-being were 

carried out.   

Case Report 1 

Madam N, 40-year-old, Gravida 6 Para 5, had her 

booking done at 9-week POA with date verified via 

dating scan. Her BMI was 21kg/m2. She was 

diagnosed to have GDM  at 18-weeks POA with her 

modified glucose tolerance test (MGTT) of 

5.2/8.0mmol/L. Throughout the pregnancy; she had 

good glycaemic control on diet control and normal 

haemoglobin. She was normotensive and non-

proteinuria throughout her pregnancy. 

Antenatal scan at 18-week 3-day reviewed the 

fetus and had bilateral pleural effusion (Figure 1) 

and referral to fetomaternal team of obstetrics and 

gynaecology (O&G) was made. First, detailed scan 

at 20 weeks by fetomaternal specialist showed 

bilateral pleural effusion, without pericardial 

effusion, skin oedema, and ascites. Second detailed 

scan at 23-week POA noted skin oedema over scalp 

apart from bilateral pleural effusion. Amniocentesis 

showed normal result, indicating that the condition 

is not inherited as absence of chromosomal 

abnormality. Madam N and her husband decided to 

continue the pregnancy. Toxoplasmosis, rubella, 

cytomegalovirus, herpes simplex (TORCHES), and 

parvovirus screening were negative. At 28-week 

POA, the patient perceived absence of fetal 

movement. Ultrasound showed absent fetal cardiac 

activity, ascites, and thick abdominal wall (Figure 2) 

except for scalp oedema and pleural effusion. She 

delivered a fresh stillbirth weighing 900g after 

inducing labour and she currently has an intrauterine 

contraceptive device (IUCD).  

Case Report 2 

Madam S, 34-year old, Gravida 6 Para 2+3, had 

her booking done at 14-week POA. She had a 

history of 3 consecutive spontaneous miscarriages 

without a specific cause. At 5th pregnancy, she had 

premature delivery via emergency lower segmental 

caesarean section due to fetal distress at 34-week 

POA, and GDM on diet control. At current 

pregnancy, she was underweight with BMI of 17.1 

kg/m2. She had subclinical hyperthyroidism and 

GDM on diet control (MGTT 4.2/8.5mmol/L). 

Otherwise, she was normotensive, non-proteinuric 

and non-anaemic throughout her pregnancy. 

Her antenatal sonography at 24-week POA 

indicated fetal bilateral pleural effusion, left more 

than right side, where left massive pleural effusion 

pushing left lobe of lung and the heart to the right 

thoracic cavity, no pericardial effusion, both lungs 

hypoplasia (Figure 3), fetal scalp oedema (Figure 4), 

and ascites (Figure 5). Subsequently, the ultrasound 

findings were confirmed by O&G specialist and 

explained to Madam S. She was counselled 

regarding the poor prognosis of fetal outcome in 

view of early onset of hydrops fetalis and bilateral 

lungs hypoplasia. TORCHES and Parvovirus 

screening were negative. Madam S refused for 

amniocentesis and opted for conservative 

management. At 32-week POA, she perceived 

contraction pain with no fetal movement. 

Intrauterine death was confirmed and a fresh 

stillbirth weighing 1.1kg was delivered.  Currently, 
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she gets 150mg intramuscular Medroxyprogesterone 

every 3-month as family planning.  

 

Figure 1. Obstetrical ultrasonography indicates bilateral 

pleural effusion at 18-week 3-day POA 

 

Figure 2. Obstetrical ultrasonography indicates fetal 

ascites and thick abdominal wall at 28 weeks POA 

 

Figure 3. Obstetrical ultrasonography indicates fetal 

bilateral pleural effusion, left more than right side, 

where left massive pleural effusion pushing left lobe of 

lung and the heart to the right thoracic cavity, no 

pericardial effusion, both lungs hypoplasia at 24 weeks 

POA 

 

Figure 4. Obstetrical ultrasonography indicates fetal 

scalp oedema at 24 weeks POA 

 

Figure 5. Obstetrical ultrasonography indicates fetal 

ascites at 24 weeks POA 

 

Discussion 

Both grand-multiparous patients, over the age of 

25 years and without overweight, had GDM. This 

is not surprising as the prevalence of GDM in Asia 

is 11.5% (4). However, there was no evidence to 

support the association between GDM and fetal 

pleural effusion. A study showed that 35% of 246 

fetuses with pleural effusions were aneuploidy in 

genetic analysis (5). The most commonly 

associated chromosomal abnormalities include 

trisomy 21 and 45,X (5, 6). Increased risk of 

genetic abnormalities associated with pleural 

effusions results in invasive genetic testing with 

amniocentesis, chorionic villus sampling, or 

pleural fluid aspiration (5). Determining the 

karyotype prenatally may help in prognosticating 

the fetal outcome and shared-decision making 

between doctors and couples in the management 

plan for current and future pregnancies. Madam N 

and her husband decided to continue the pregnancy 

after knowing that the amniocentesis was normal. 

On the other hand, madam S insisted to continue 

the pregnancy regardless of the result of 

amniocentesis, thus she refused to perform the 

invasive procedure.  

Sonographically, pleural effusions appear as 

anechoic fluid surrounding one or both lungs 

(Figures 1 and 3) and should be distinguished from 

pericardial effusion by the typical “bat wing” 

appearance of the freely floating lungs within the 

surrounding fluid (7). Antenatal sonographic  

poor prognostic indicators include associated 

malformations (8), hydrops (3), diagnosis before 33 

weeks (2), bilaterality of effusions (2, 8), unilateral 

effusions with mediastinal shift (2), and prematurity 
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(2, 9). Both of the fetuses were diagnosed to have 

bilateral pleural effusions before 33-week POA and 

developed hydrops fetalis. Hydrops fetalis is 

diagnosed when there is accumulation of fluid in at 

least two fetal compartments, such as pleural 

effusions and ascites in the patients (10). The main 

cause of neonatal death was respiratory distress  

due to pulmonary hypoplasia and pleural effusion 

(11). Therefore, counseling on the fetal outcome 

must be done comprehensively by the doctors  

to allay patients’ anxiety and prevent unmet 

expectations.  

The primary healthcare providers also need to 

monitor the maternal weight, blood pressure, 

symphysio-fundal height, urine protein, and legs 

swelling more frequently compared to usual 

practice. This is because polyhydramnios and 

preeclampsia were the commonest prenatal maternal 

complications (12). Moreover, rare but potentially 

life‐threatening obstetric complications, mirror 

syndrome, maternal edema, hypertension, and 

proteinuria in association with fetal hydrops need  

to be ruled out when preeclampsia is suspected (13). 

Close intrapartum and postnatal care is required; 

since postpartum hemorrhage or difficulty with 

placental delivery may occur due to placental 

swelling (12).  

Conclusion 

Antenatal ultrasonography during 18 to 20 

weeks POA enables primary care doctors to 

detect fetal pleural effusions especially for those 

pregnant grand-multiparous with diabetes 

mellitus. Early diagnosis is paramount for further 

investigation of chromosomal abnormalities and 

intervention by the O&G team. Monitoring of  

the potentially obstetric and psychosocial 

complications derived from fetal pleural effusions 

is also imperative.  
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