
Introduction

hylous effusion and Chyliform Ceffusion are the two lipid effusion 

encountered in practice. Both are 

characterised by milky fluid due to high 
1lipid content.  However, they differ in the 

aetio-pathogenesis and management. 

Chylous effusions are due to trauma or 

surgery involving the thoracic duct.  Non 

traumatic causes include malignancy 

(lymphoma), sarcoidosis, amyloidosis and 

superior vena cava thrombosis.  Thoracic 

duct obstruction due to malignancy 

(Lymphoma) is the commonest cause of 
2non traumatic chylothorax.  Chyliform 

effusion are chronic effusion resulting in 

thickened pleura which hamper the 

absorption of cholesterol. Tuberculosis is 

the most common disease associated with 

the onset of chronic pleurisy that 

eventually leads to chyliform effusion. 

Other causes include rheumatoid lung 

disease, alcoholism, syphilis and 
4diabetes.

Case Report
A 60 year old male came with complaints of 

breathlessness and pleuritic chest pain. He was a 

known case of pulmonary tuberculosis and had 

undergone treatment 2 years back. X-ray was 

performed which showed presence of moderate 

pleural effusion. Thoracocentesis was done. Grossly 

the fluid was thick and milky (Fig. 1). Clinical

Fig. 1: Gross appearance: Typically milky white with 

golden yellow tinge 

suspicion of tuberculous empyema was given to the 

laboratory. On microscopic examination, occasional 

scattered lymphocytes were seen. Also present were 

abundant, colourless cholesterol crystals which were 

refractile, flat or rectangular plates with notched 

corners appearing as a stair-step arrangement (Figs. 

2 and 3). Biochemical analysis was performed.

Fig. 2: Low Power (10x) view: Clusters of colourless 

refractile rectangular plates with notched corners
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Abstract

Chyliform pleural effusions are a little known occurrence only sparingly reported in 

literature. Chronic pleural effusion surrounded by thick and fibrotic pleura is the 

cause. The most common cause of chyliform pleural effusion is tuberculosis but it is 

also seen in rheumatoid arthritis. These effusions have high cholesterol levels and 

are sterile. There is tendency towards recurrence. We hence report a case of 

chyliform pleural effusion.
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Fig. 3: High power (40x) view: Typical stair step 

arrangement of cholesterol crystals

Protein was 5.6 gm/dL. Cholesterol was 278 mg/dL. 

Triglyceride was 46 mg/dL. A diagnosis of chyliform 

pleural effusion was given.

Discussion

A chyliform effusion or pseudochyle 

was so named because it is not related to 

the disruption of thoracic duct, is 
1turbid/milky due to high lipid content.  

The origin of lipid in these effusion is due 

to degenerating red cells and white cells in 

pleural fluid. The thickened pleura results 

in slow removal of cholesterol and lipids 

from the pleural space. Mean duration of 

development of chyliform effusion is five 

years, however, chyliform effusion have 

known to be developed within one year of 
1onset.  Typically chyliform effusions have 

high cholesterol and low triglyceride 
2levels.  A triglyceride level of less than 50 

mg/dL with a cholesterol more than 200 

mg/dL is suggestive of chyliform effusion.  

On microscopy they typically show plate or 

rectangular refractile crystals with 

notched corners. Aspiration is possible 

only to a certain point after which patient 

feels discomfort and force has to be used to 

remove more fluid. In some patients the 

effusion will re-accumulate within 
1months.  In these cases decortication is 

indicated. Typical complications include 

respiratory insufficiency, bronchopleural 

fistula, re-activation of tuberculosis.  

Conclusion

Chyliform effusion is a rare condition 

with multiple aetiology. In a country like 

India with high prevalence of tuberculosis, 

a primary focus for the same should be 

searched in the lung in these conditions. 

Pleural fluid analysis can easily identify 

chyliform effusion if there is clinical 

suspicion. 
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