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Chylothorax and tuberculosis
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Chylothorax occurs when chyle, characterised by high tri-
glyceride and low cholesterol concentrations, is found in
the pleural space. It is an uncommon clinical entity, first
recognised about 70 years ago and caused most frequently
by chest trauma. We describe a case of chylothorax caused
by pulmonary, pleural, and glandular tuberculosis-a very
rare cause indeed.

Case report

A 49 year old woman was referred to hospital complaining
of right sided chest pain, fever, non-productive cough, list-
lessness, and weight loss of 5 kg over the prededing three
weeks. She had had pulmonary tuberculosis 35 years ago,
which had been treated by pneumothorax, and during the
previous year had complained of recurrent urinary tract
infections.
On admission she was pale and obviously severely ill. A

right sided pleural effusion was present and there were
bilateral small nodes palpable in the axillas. The erythro-
cyte sedimentation rate was 80 mm in the first hour. There
was no other significant haematological abnormality. Urine
culture was negative for mycobacteria and other organ-
isms, but on microscopy showed no more than 500 white
cells per field. The chest radiograph showed multiple
calcified lesions in both lung fields, a non-homogeneous
opacity in the right upper lobe, and a right sided pleural
effusion. The pleural aspirate was milky in appearance,
and contained glucose 130 mg/100 ml (7.2 mmol/l), pro-
tein 52 g/l, cholesterol 37 mg/I, triglycerides 598 mg/l, and
lipids 787 mg/l. White cells (98% lymphocytes) were pres-
ent in the fluid, but culture was negative for mycobacteria
and other organisms. Pleural biopsy showed chronic non-
specific inflammation. Intravenous urography showed
irregularity of the left calyceal system and distal obstruc-
tion of the left ureter with megaureter, the changes being
characteristic of tuberculosis. The right kidney and ureter
were normal.
Lymphography showed in the injection phase a very

large paravertebral glandular mass as well as a lymph node
producing complete left ureteric obstruction at its distal
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end. The cisterna chyli was not visualised. In the second
phase communication in the lumbar and thoracic systems
was observed principally through diaphragmatic, vertebral,
and pleural anastomoses. The thoracic duct was obstructed
at the level of T10. Eventually the thoracic duct became
visible when pleural, vertebral, and internal mammary col-
laterals filled it at its proximal end (fig).
Thoracotomy was performed at the level of the sixth

intercostal space without rib resection. The pleura showed
micronodular foci on both visceral and pleural surfaces.
Microscopically, granulomas were found in the pleura and
lung, but no acid or alcohol fast organisms were seen.
Caseation was seen in the pleural and lung biopsy speci-
mens. Treatment with three antituberculosis drugs was
given for 12 months and the clinical and radiographic pro-
gress was very satisfactory. There was no reaccumulation
of pleural fluid. Reinvestigation by intravenous uro-
graphy showed a destroyed left kidney and this was resec-
ted. At operation two large paravertebral gland masses
were removed. The kidney and nodes showed granulomas.

Discussion

Chylothorax may be caused by malignant neoplasms, infec-
tions,' aneurysms,2 lymphangiomyomatosis,3 and cirrhosis
of the liver' but these are relatively uncommon, the most
common cause being trauma such as penetrating wounds,
crushing injuries, surgical procedures, and thoracic cage
hyperextension.5 Chylothorax may also occur as a result of
congenital thoracic duct system anomalies.' Tuberculosis is
described as a possible cause of chylous effusion,7 but only
a single case, described by Brandt in 1917,8 appears to
have been recorded.
The probable explanation of the chylothorax in this

patient is as follows. The enlarged lumbar and iliac lymph
nodes produced obstruction of the cisterna chyli and
thoracic duct, as a result of which there was dilatation of
the lumbar channels; this was followed by the opening up
of collateral anastomoses, many lymphaticovenous ana-
stomoses existing between the thoracic duct system and the
azygos, intercostal, and lumbar veins. The increased pres-
sure in the system resulted in transudation of chyle into the
right pleural space. After removal of the obstructing lymph
nodes the effusion did not recur. It would have been inter-
esting to observe the state of the thoracic duct after treat-
ment, but a second lymphogram was not performed. Lym-
phography is considered an important advance in the dia-
gnosis and management of chylothoraxl I and it was a valu-
able diagnostic method in this case.
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(a) Lvimphogram carried out diagnosticallv.
(b) Diagrammatic representation ofappearances in (a).
Arrows indicate remaininig patent portiotns of the thoracic
duct visible on the lvmphogram. ManY small collateral
chaninels are seen. The dotted line A indicates the course of
the normal thoracic duct.
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