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Bilateral Chylothorax after Modified Radical Neck
Lymph Node Dissection

Jae Hoon Jang, M.D., Jae Young Choi, M.D., Jeong Yoon
Song, M.D., Ho Chul Park, M.D. and Suck Hwan Koh, M.D.

Bilateral chylothorax as a complication of modified radical
neck dissection is extremely rare, but it is potentially serious
and sometimes fatal. Early diagnosis and proper manage-
ment is very important. We report here on a case of bilateral
chylothorax following left modified radical neck dissection
that was successfully treated with conservative management.
(Korean J Endocrine Surg 2006;6:32-34)

Key Words: Bilateral chylothorax, Modified radicl neck ly-
mph node dissection, Thyroid cancer
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Fig. 1. (A) Both pleural effus-
ion with peripheral lu-
ng atelectasis, (B) dr-

mm’, WBC 300/mm’, Lympocyte 10%, Monocyte 26% 2 <7
=3l
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il =
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T Jz e 717 Agd A FHEHE AR T2
A3 AgA ek, T-82F, &4 5 23eta 9l
D}(78) %J&% cisterna chylio] A A|Z}ate] fjEmo] =

S webA Aaske] Aortic hiatusE 3 FHZ So)7bA
Azygous Velnﬂr o5 o] Alole 9X|stA Hrt T5~6 9
A6 A e S g s 7tE Ay Alg
galthrt AZ2 4 cm ol A HF W Z(carotid sheath)2]
SurS weba 7399 (internal jugular vein)¥ &3} A
W (subclavian vein)®] H3 HAE So7HA "9

T dAA 715 astE AS AYAZ 9t

ain catheter insertion.

Fig. 2. (A) Decreased right pl-
eural effusion, (B) dr-
ain catheter insertion.

£ ROITh®) frrl o] FAR-E Aeln, 24413
no] &2 il 2,500 mlell |29 fH] ¢
W AR =5 o S7Hgh AW 2o %‘E
S AAA AUAZ LwrET foge A
17k 2§74 wf e Aol o8 o=
gt A Fru A o] abEole] Efol &jsto 4’1‘:
W, X3 FuldA FAEE FAEo|t) Triglyceride
] 7} 110 mg/100 ml ©]o]H R =} v triglyceride
4 ]7} 50 mg/100 ml ©]3Hd FrF2] 7L 5% olstol
9] triglyceride =% 7} 50~110 mg/100 mI©] ™ &
Al A A7) GsAAE A=t f 9 A " (chylo-
microns)®] SHOE Fr|FE AT = Aok FAHo| F
uEAA obdAE A tol JoAM FE(eak)S
T3 g7t A=, 7 FH Y fFrEo]l 4 400 midl
2] 500 mlo] A}, Wjw) £ 700~1,200 mlo]H thRE fu]F
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