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CLINICAL STUDY

Chylothorax – multidisciplinary solution
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ABSTRACT
Surgical treatment is not commonly used in the management of chylothorax. We describe a complicated algorithm that we used in treating a 70-year-old lady with Bechterev disease, who suffered from a blunt chest injury
with subsequent right-sided serial ribs fracture with hemothorax and thoracic vertebral body fracture. Because of
Bechterev disease, hyperextension of the ossified thoracic spine caused an injury of the thoracic lymphatic duct.
Simultaneous thoracic spine stabilisation with surgical revision of the thoracic lymphatic duct from an anterior
approach was indicated. Despite the urgency of thoracic spine stabilisation, the procedure was postponed due
to an acute coronary syndrome, which implied drug eluting stent insertion with a subsequent need of dual anti
platelet therapy. Thus, the procedure was done 16 days after stent insertion.
The diagnosis of chylotorax must be considered in case of thoracic injury with continuing waste to the chest
tube and the finding of well expanded pulmonary parenchyma. Biochemical investigation of the effusion is the
cornerstone in establishing the diagnosis of chylothorax (Tab. 2, Fig. 1, Ref. 14). Text in PDF www.elis.sk.
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Patient

Tab. 1. The biochemical analysis.

A 70-year-old female patient with Bechterev disease fell down
on the stairs and suffered from a serial fracture of the 5th–8th rib
on the right with hemithorax and fracture of the vertebral body of
Th12 without neurological symptoms. 850 ml of blood was drained
out at a single evacuation and blood losses did not continue. On
the third day following the injury, chylous fluid appeared in the
thoracic drain with a daily production of 1,500–1,800 ml (Fig. 1).
The biochemical analysis confirmed chylothorax (Tab. 1). The
post-injury status caused an acceleration of unstable angina pectoris with a reduction of blood pressure; a catecholamine support
of cardiac activity was needed. An urgent coronarography found
a critical stenosis of the dominant right coronary artery and angioplasty using a coated stent was performed. The surgical stabilization of the thoracic spine was complicated by the coronary event
and it was necessary to administer 14-day dual anti-aggregation
therapy. Following discontinuation of the dual anti-aggregation
therapy on the 18th day after the surgery, she underwent a joint
thoracic and neurosurgery operation with administration of lowmolecular heparin. From the right lower posterolateral thoracotomy
in the 7th intercostal space we performed a ligation of the thoracic lymphatic duct in the internal costophrenic angle above the
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Total protein (g.l–1)
Triacylglycerol (mmol.l–l)
Cholesterol (mmol.l–l)

Serum
54.6
1.72
3.54

Pleural fluid
29.7
19.38
2.13

Tab. 2. Lipid spectrum in the pleural fluid.
LD (μkat.l–1)
Cholesterol (mmol.l–1)
Triacylglycerol (mmol.l–1)
Total protein (g.l–1)

Before surgery
8.79
2.13
19.38
29.7

After surgery
1.27
0.44
0.16
26.3

diaphragm in the anterior surface of the thoracic vertebral body.
Then we performed a partial corporectomy of the upper 1/3 of
the vertebral body of Th12 and we inserted the X PAND implant
into the created bed that was later overlaid with bone pulp. Fixation of the spine was performed from the lateral side from Th11
to L1 using the thoracolumbar spine looping plate (TSLP). The
post-operative course was complicated with cardiac failure on the
basis of a reduced cardiac ejection fraction to 45 % following nontransmural myocardial infarction. The thoracic drain was removed
on the 6th post-operative day following a decrease of the output
of serous-sanguinolent fluid below 200 ml in 24 hours. Based on
the biochemical examination it was not chylous fluid (Tab. 2).
Discussion
Blunt thoracic injuries represent 90 % of thoracic injuries in
our records. Only some patients (15–17 %) are indicated for surgical intervention mostly due to unstable chest wall with respiratory
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for more than 5 days, there is little chance of a conservative cure
(10). The status results in malnutrition and an infection occurs in
the pulmonary wing compressed by the exudate.
Infrequency of the traumatic chylothorax is documented only
in the case reports. The rare case indicated the need for mutual
collaboration of multi-surgical specialties. A good effect of therapy confirmed a long-term and effective co-operation between
thoracic surgeons and neurosurgeons (11). Close co-operation
of cardiosurgeons, thoracic surgeons and radiologists is needed
(12, 13, 14).
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Conservative therapy of a non-injury chylothorax is often successful. It consists in total parenteral nutrition and thoracic drainage. Administration of somatostatin is recommended to decrease
the production of chylous fluid in the gastrointestinal tract (9).
There is no joint opinion regarding the duration of the conservative therapy. If more than 1,500 ml of chylous fluid is drained daily
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