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Abstract 
Introduction: Blunt trauma is a rare cause of chylothorax. In this study, an uncommon case of traumatic 

chylothorax after blunt trauma is described along with treatment options. 

Report on a Case: A 50-year-old male was admitted to the hospital with sudden onset of shortness of breath for 

one day. He had a history of road traffic accidents 2 days ago, in which he received a strong jerk while trying to 

avoid impact with the dashboard of the vehicle. He has no past medical history. On examination, He was fully 

conscious and oriented. Air entry on both sides of the chest was reduced. The x-ray of the chest revealed bilateral 

blunting of costo-phrenic angels due to pleural effusion. Pleural fluid was sent for biochemical, microbiological, 

and histopathological analysis. Fluid Triglyceride and cholesterol levels were elevated. Culture and sensitivity 

were negative while cytopathological analysis revealed increased WBCs. CT scan of the chest did not reveal any 

malignancy or mediastinal lymph nodes.  Bilateral Chest intubation was done to treat severe shortness of breath, 

that drained milky white fluid. The patient was observed without any particular treatment other than chest 

intubation. The patient responded well and was discharged uneventfully after five days. 

Conclusion: Despite its rarity, chylothorax can occur after blunt trauma. Diagnosis should be confirmed by 

laboratory testing. Conservative management with or without chest intubation is a common treatment option.  
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Introduction 
 

Chylothorax is a buildup of milky fluid (chyle) 
between the visceral and parietal pleura, due to 
leakage from the thoracic duct. Bartolet first described 
it in 1633, and the first case was reported by Quinke in 
1875.1 Chylothorax can be classified as congenital, 
neoplastic, traumatic, and miscellaneous.2 The most 
common cause of chylothorax is cancer that causes 
obstruction of the thoracic duct.3,4 Surgical 
intervention or percutaneous catheter implantation are 
the most common iatrogenic causes of chylothorax.5,6 
Traumatic chylothorax (TC) commonly occurs from 
penetrating injuries to the thoracic duct. Blunt trauma 
is a relatively uncommon cause of chylothorax. It 
should, however, be evaluated in cases that develop 
pleural effusion after blunt trauma, as it can result in 
lethal consequences.5  
The purpose of this study is to describe a case of 
chylothorax caused by blunt chest trauma and to 
discuss treatment options. 
 

Case Report 
 
A 50-year-old male was admitted to the hospital with 
sudden onset of shortness of breath for one day. He 
had a history of road traffic accidents 2 days ago. 
During the accident, he received a strong jerk. On 
examination, he was fully conscious and oriented. Air 
entry on both sides of the chest was reduced. The x-ray 
of the chest revealed bilateral blunting of costo-phrenic 
angels due to pleural effusion CT scan of the chest also 
showed bilateral pleural effusion, it did not reveal any 
malignancy or mediastinal lymph nodes (Figure 1). 
 

 
Figure 1:  Bilateral pleural effusion with no lymph 
nodes or malignancy evidence 
 
Pleural fluid was sent for biochemical, microbiological, 
and histopathological analysis. Triglyceride (TG) and 
cholesterol levels in the pleural fluid were found 
elevated. The level of TG was 2406mg/dl and 
cholesterol was 108mg/dl.  
TG Culture and sensitivity revealed occasional WBCs, 
and culture was negative. Histopathology confirmed 
that the pleural fluid was a fat-rich fluid with few 
inflammatory cells. 
The patient was intubated bilaterally. Drain output 
was monitored in both chest drains to below 0.5 litre 
per day. The ICC drainage per day of admission is 
shown in (Figure 2).  
 

 
Figure 2: Intercostal catheter volumes (ml) per day of 
admission 
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Chest tubes were removed by day five of admission 
without complications. The patient was uneventfully 
discharged on day five of admission.  
 

Discussion 
 
A rare but serious consequence of chest trauma is 
disruption of the thoracic duct. Blunt trauma can result 
in traumatic chylothorax by a direct breach in 
diaphragmatic crura, hyperextension of the spine, or 
direct injury due to vertebral fracture or ribs.7 In our 
case it could be due to hyperextension of the spine 
during accident leading to injury to any tributaries of 
the thoracic duct as the patients responded well to 
conservative management. Nonetheless, a partial tear 
of the primary thoracic duct spilling chyle with high 
lipid concentrations cannot be ruled out altogether.  
Symptoms of chylothorax appear gradually, after 2 to 
7 days of injury.8 
To establish the diagnosis of chylous effusion, 
triglyceride or cholesterol levels in the pleural fluid 
were measured quantitatively, which were both 
grossly elevated.  To classify effusions into chylous or 
non-chylous, Staats et al. measured triglyceride levels 
in 142 effusions by lipoprotein electrophoresis. They 
found that fluid with a triglyceride value greater than 
110 mg/dL has a 99 percent chance of being chylous, 
while chances are less than 5% if a triglyceride value is 
less than 50 mg/dL.6 
The results of Culture and sensitivity negative and 
cytopathology revealed scattered reactive 
inflammatory cells. These laboratory data confirmed 
chylothorax as culture is usually negative in 
chylothorax, owing to the bacteriostatic characteristic 
of chyle.9 
Conservative management is successful in 88% of 
cases. However, cause, clinical presentation, and 
volume of drainage all have a role in determining 
management strategies.10 As chyle is an irritating fluid 
that causes pleurodesis, there is spontaneous closure 
of the leak. Lung intubation causes the lung to expand, 
thereby improving clinical conditions. The patient was 
also kept NPO to reduce chyle production. 
Conservative treatment should preferably be provided 
for two weeks; however, it can be stretched to four 
weeks (11). When the daily chyle leak surpasses 1 
Liter/ day for more than 5 days, surgical intervention 
generally is better than conservative therapy.11 
The most common surgical procedure is thoracic duct 
ligation. Video-assisted thoracoscopic surgery (VATS) 
or an open thoracotomy may be used to accomplish 
this.12 

Conclusion 
  
Chylothorax can be a complication of blunt chest 
trauma, albeit it is relatively rare. Before addressing 
management, the diagnosis should be validated with 
laboratory tests. Patients with chylothorax are given 
conservative treatments. 
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