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= Abstract =
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 bilateral chylothorax treated by conservative

approach with review of literatures. (Tuberculosis and Respiratory Diseases 1998, 45 : 1082-1086)
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— A case of idiopathic bilateral chylothorax treated by conservative approach —

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>Lt) 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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Total protein 4600mg/dl, glucose 136mg/dl,
LDH 260U/L, cholesterol 35mg/dl, triglyceride
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Fig. 4. Follow-up chest PA shows no evidences
of pleural effusion.
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