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A Case of Idiopathic Bilateral Chylothorax Treated by Conservative Approach

Sang Gil Han, M.D., Jung Ho Heo, M.D., Kyung il Lee, M.D., Hyung Jin Kim, M.D.,
Young Mok Pai, M.D., Young Hoon Whang, M.D., Dong Seung Yeo, M.D.

Department of Internal Medicine, Dae Dong Hospital, Pusan, Korea

Chylothorax is a debilitating condition to the point of threatening life. Diagnosis and subsequent management
present significant problems for the clinician, and the adverse effects of chyle loss on nutrition status and im-
mune function result in devastating consequences for the patient. propmpt-diagnosis is essential to institute an
effective therapeutic regimen. we reported a patient of idiopathic hilateral chylothorax treated by conservative
approach with review of literatures. (Tuberculosis and Respiratory Diseases 1998, 45 : 1082-1086)
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Fig. 1. Initial chest PA showed increased opacity
in the Rt lower lung zone and blunted Rt
and Left CP angle. These findings are
compatible with both pleural effusion,

Fig. 2. Chest CT showed both pleural effusion
(Rt>1t) with no evidences of mediasti-
nal mass, adenopathy.
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Fig. 3. Rt pleural fluid lipoprotein electrophore-
sis analysis showed increased T.G and
pre-beta lipoprotein, chylomicron.
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Fig. 4. Follow-up chest PA shows no evidences
of pleural effusion.
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cie B8 X-M2AH D 92 hemithoraxd] FF5E9
F47) nglon 3= yolx sttt S 537
gzbo] oz} £YEHA B4 By} (Fig. 1).

B UsCEEY [ I5EY F (-S> FAS )
By on HZyokd= subpleural bullaedldl= &
g H4dd H3lE Holx it $A%e e
Holx eitch(Fig. 2).

ot 9 X2 -3 HH44 2 Ades ANEY
g 3liA ST F AT 9F(TPN) & 44
st 238t g e ol FH
EoEor QYAE 137 F FH X-434 F
F AL Bolx) gttt olF A7z A} XFsHd
A FEE ARG HAF 12 5 SJoA 33
B FH X-A a7 AgaAE Byu(Fig
4).

g

%% (thoracic duct) 9] ¢lujde 7hat A3lol|A &
e Aoz Fz AWy 44 vgw, T-4s
T, 45 83k guko. F3-E cisterna chyli
o AFste] diEwWe $2& webx sk
Aortic hiatus& B8] F52 Eo7M Azygous
veind} tfFe] Alelo] $Jx)8}A ®Hrh, T5-6 913
A g o diguge e Jtg de A%
sl Ao oF 4om LA A x(Ca-
rotid sheath)e] W& uwiebA 7339 (Internal
jugular vein)d} &3} A (subclavian vein)2]
A 79z o HEd”. 541 §5 ol Fus
GAIE $EhuFol TAEhY, 2 ol dR-9le] AFAl
o FH& {ulFo] YAEl®. F9 (thoracic duct)
o] 922l 715 23819 AFe FY systemO R
utehe Aolth. fulEe dde AAA, A%,
Fa4de] 371 BFel it} A¥Pez W
SuFe 3] =By, A4 YPEE FHIY
oj¥u). di/f B9y o}AWF Down,s syndrome,
Noonan,s syndrome, tracheo-esophageal fistula,
polyhydramniose} #&o)e}. o)Al <jste] A4

E fulFe o 20% = HjeA dQlog dojd
o2, A fulEe] 4 v Kl 4
o8 Y AFo] 7 E3ln, FHA 9o &
ARl Ag-olth. 54 fulFe AsdSE E9T
o] AHAJE AALE B9 visA] g AE 9 F4L )
A AjAE FEE 4= ek fulel FHAEL Aol
o, 24A715<te] fule] £8& H3 2500mLa] o]
20 {09 FF(flow) & &2 APdEe] &&
o Z713 A o] dub-ts F¥8%(thoracic
duct) & AXA A9 systemoz Luto] el §w]
Fo) A4 F58xE L chest tubes] A9 9
g FHo e $2% venAdd FU49 &Y
o] EAjoll gJsteal fulFo] gio] HH, T K
o] (Chyle) oA LAS = FHEQ g 2] <
g frolgolde A8 Fox rldle A

— 1084 —



— A case of idiopathic bilateral chylothorax treated by conservative approach —
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