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Chylothorax is the collection of lymphatic fluid in the 

pleural space. Lymphatic fluid in the pleural space 

may cause metabolic and immunologic disorders. 

Trauma to the thoracic duct and malignant disease 

(non-Hodgkin’s lymphoma) are the common mecha-

nisms of chylothorax. Other rare causes are lym-

phangiomyomatosis, tuberculosis, venous thrombosis, 

congenital lymphatic malformations, nephrotic syn-

drome, hypothyroidism, cirrhosis and idiopathic chy-

lothorax. A 56-year-old woman presented with dysp-

nea, reduced appetite and weight loss. A chest x-ray 

showed left homogenoeus density with a concave 

interface toward the lung and blunting of right 

costophrenic angle. Thoracentesis was performed. 

Milky off-white fluid was aspirated. Analysis of the 

fluid confirmed the diagnosis of chylothorax. Etiology 

was not determined. Chylothorax was regressed with 

conservative treatment. We present a case of rare 

bilateral-idiopathic chylothorax with regression fol-

lowing conservative therapy. 
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Şilotoraks plevral boşlukta lenfatik sıvının birikmesiyle 

oluşan nadir bir klinik tablodur. Lenfatik sıvı birikimi 

ciddi metabolik ve immünolojik bozukluklara yol 

açabilir. Şilotoraks çoğunlukla toraks travması ve 

malign obstrüksiyon (Non-Hodgkin lenfoma) sonucu 

ortaya çıkar. Daha nadir sebepleri lenfanjiyomiyoma-

tosiz, tüberküloz, venöz tromboz, konjenital lenfatik 

malformasyon, nefrotik sendrom, hipotroidizm, siroz 

ve idiopatik şilotorakstır. Elli altı yaşından kadın hasta 

nefes darlığı, kilo kaybı ve iştah azalması şikâyeti 

başvurdu. Akciğer grafisinde sol hemitoraksta homo-

jen dansite artışı ve sağ kostovertebral açıda kapan-

ma izlendi. Torasentezde beyaz sütümsü renkli plevral 

mayi aspire edildi. Plevral mayi biyokimyasal analizi 

ile şilotoraks tanısı doğrulandı. Şilotoraks nedenleri 

araştırıldı, etiyolojik patoloji saptanamadı. Konservatif 

tedavi ile şilotoraksta gerileme izlendi. Bu yazıda, 

konservatif tedavi ile gerileyen idiyopatik ve bilateral 

şilotoraks olgumuzu sunduk.  

Anahtar Sözcükler: Şilotoraks, bilateral, idiopatik. 
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Chylothorax is the leakage of chyle into the pleural space 

(1). Trauma to the thoracic duct and malignant disease 

(non-Hodgkin’s lymphoma) are the common mechanisms 

of chylothorax. Other rare causes are lymphangio-

myomatosis, tuberculosis, venous thrombosis, congenital 

lymphatic malformations, nephrotic syndrome, 

hypothyroidism, cirrhosis and idiopathic chylothorax. 

Chylothorax is suspected when milky white fluid is 

obtained during thoracentesis (2). Conservative treatment 

involves replacing lost nutrients and reducing the flow of 

chyle through the thoracic duct, allowing the duct to heal. 

This is achieved by eliminating the intake of dietary fat 

and supplementing nutrition with oral mediumchain 

triglycerides, or by total parenteral nutrition (3). The 

insertion of a chest drain may also be required to remove 

the pleural fluid and allow re-expansion of the lung. 

Surgical treatment is indicated when conservative 

treatment not sufficient. 

 

CASE 

A 56-year-old woman presented with dyspnea, reduced 

appetite and weight loss. She had no fever, chest pain, 

cough, joint pain, night sweats, or history of trauma. Her 

past medical history included a diagnosis of cervical car-

cinoma treated with chemotherapy and radiotherapy one 

year previously. The patient underwent colostomy due to 

a rectovaginal fistula that developed following radiother-

apy. In addition, the patient was receiving drug treatment 

for psychiatric disorders. Physical examination revealed 

absent breath sounds in the left lower zone. A chest x-ray 

showed left homogenoeus density with a concave inter-

face towards the lung and blunting of the right 

costophrenic angle (Figure 1). Thoracentesis was per-

formed. Milky off-white fluid was aspirated (Figure 2). It 

had a protein level of 4.0 g/dl, albumin: 2.4 g/dl a lac-

tate dehydrogenase (LDH) level of 152 IU/L, a glucose 

level of 256 mg/dl and a normal pH level. In the serum 

sample, the total protein level was 7.1 g/dl, albumin: 2.4 

g/dl, LDH: 284 IU/L. Cholesterol and triglyceride levels 

were measured in the pleural fluid. Analysis of the fluid 

reported a triglyceride content of 1689 mg/dL and cho-

lesterol of 251 mg/dL, which confirmed the diagnosis of 

chylothorax. 

Computed tomography of the thorax (CT) showed bilateal 

pleural effusion to be more prominent in the left and with 

passive atelectasis (Figure 3). Conservative treatment was 

started with a fat-free diet and total parenteral nutrition. 

Therapeutic thoracentesis was performed and 1 liter of 

pleural fluid was drained. Chylous fluid was drained from 

the left chest tube and conservative treatment was contin-

ued. Lymphoscintigraphy was conducted to demonstrate 

the site of the leakage, blockage, and malformations of 

the thoracic duct. There was no leakage or blockage. 

Abdomen CT did not show ascites or peritoneal fibrosis. 

Liver function tests of the biochemical analysis were nor-

mal and we did not find liver cirrhosis. Serum free triiodo-

thyronine (T3), free thyroxine (T4), thyrotropin (TSH) levels 

were within the normal range and not determined to be 

hypothyroid. There was no proteinuria in the spot urine 

test, nephrotic syndrome was not considered. Pleural fluid 

acid-resistant bacilli (ARB) and mycobacterial culture was 

negative. Pathology of the pleural fluid detected hypocel-

lular, proteinaceous fluid and foamy histiocytes. Chylo-

thorax was regressed with conservative treatment. One 

month later, chest x-ray control radiograph showed bilat-

eral pleural thickening (Figure 4). 

 

 

Figure 1: Chest x-ray showed left homogenoeus density with a concave 

interface toward the lung and blunting of the right costophrenic angle 

 

 

Figure 2: Milky off-white pleural fluid 

 

DISCUSSION 

Thoracic duct transports chyle and lymph from the intes-

tines, liver, abdominal wall and lower extremities into the 

systemic venous system. The thoracic duct transports di-

gestive fat into the venous system. Chyle is derived from 
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the intestinal lacteal system, which gives it a characteristic 

milky appearance. Chyle contains significant quantities of 

chylomicron, triglyceride and, cholesterol. The other con-

stituent, namely lymph, including lymphocytes, immuno-

globulins. Chylothorax is the leakage of chyle into the 

pleural space. Trauma of the thoracic duct and malignant 

disease (non-Hodgkin’s lymphoma) are the common 

mechanisms of chylothorax (4). Other rare causes are 

lymphangiomyomatosis, tuberculosis, venous thrombosis, 

congenital lymphatic malformations, nephrotic syndrome, 

hypothyroidism, cirrhosis and idiopathic chylothorax. The 

incidence of chylothorax following esophagectomy varies 

between 0.5% and 3.8% (5-6). In one study, idiopathic 

chylothorax made up 9% of chylothoraces (4).  

 

 

Figure 3: Chest computed tomogram showed bilateral pleural effusion 

more prominent on the left 

 

 

Figure 4: One month later. Chest radiograph showed bilateral pleural 

thickening 

 

A diagnosis of chylothorax is made by ruling out other 

causes (7). In this case, the thyroid function tests of pa-

tient were normal and there was no proteinuria in the 

patient's spot urine test. Pleural fluid acid-fast bacilli ex-

amination was negative and biochemical analysis hepatic 

tests were normal. Ascites was not found with abdominal 

ultrasound. Nephrotic syndrome, tuberculosis, cirrhosis 

and hypothyroidism were not detected. 

Although the etiology is unknown, the majority of sponta-

neous chylothorax cases are associated with minor trau-

mas, such as coughing, vomiting, and stretching. In this 

case, a temporal relationship with physical exercise, as 

well as the absence of a specific cause, led to the diag-

nosis of spontaneous chylothorax. 

Chylothorax symptoms are nonspecific and are related to 

the presence of liquid in the thoracic cavity, dyspnea, and 

fatigue. The biochemical criterion for chylothorax is when 

the pleural fluid triglyceride level is greater than 110 

mg/dL. Pleural fluid with a triglyceride level greater than 

110mg/dL has less than a 1% chance of not being chy-

lous (8). Conversely, a pleural fluid triglyceride level less 

than 50 mg/dL indicates no more than a 5% chance of 

being chylous. The detection of chylomicron using lipo-

protein analysis is considered to be the “gold standard” 

investigation, but it is not routinely available in many 

medical centers (9). It is helpful, however, in borderline 

cases when the triglyceride level is between 110 and 50 

mg/dL (10). Treatment for chylothorax depends on the 

etiology. Radiotherapy and chemotherapy can be used in 

the control of chylothorax, secondary to lymphoma and 

metastasis. In cases of spontaneous chylothorax, the 

treatment consists of preventing dehydration, nutrition 

maintenance and a reduction in the chyle formation rate 

(1). In small lesions, the duct frequently regenerates spon-

taneously, and no surgical procedure is necessary. With 

extensive lesions, invasive treatment with pleurodesis or a 

pleuroperitoneal shunt is indicated. Our patient’s diagno-

sis of chylothorax was confirmed, but the etiology was not 

determined. 

We presented a case of idiopathic-bilateral chylothorax, 

which is more unusual than other chylothorax. Another 

important issue is that our patient did not require any 

surgery procedures. We treated our patient conservatively, 

with intercostal tube drainage and total parenteral nutri-

tion.  
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