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cally exceptionally rare case of chylothorax induced by 
Dasatinib, which is a tyrosine kinase inhibitor used for 
the treatment of BCR-ABL-positive chronic myeloid 
leukaemia (CML) or Philadelphia chromosome-positive 
acute lymphoblastic leukaemia (ALL) [35].

Therapeutic approach of chylothorax comprises 
conservative and invasive choices. The main therapeutic 
target is to reduce the production and flow of chyle by 
minimizing long-chain triglyceride (LCT) intake. This 
type of triglycerides is absorbed by the lymphatic ves-
sels from the interstitial fluid after being converted to 
chylomicrons within the enterocytes and transported 
to the systemic circulation via the thoracic duct in the 
form ofchyle.

In order to manage that, a very low-fat diet com-
prising mainly medium-chain triglycerides (MCT) that 
consist of saturated fatty acids of 8 to 12 carbon length 
is preferred. Medium-chain triglycerides are absorbed 
directly into the portal circulation without micelle for-
mation thus bypassing the lymphatic system and not 
contributing to chyle production. Another potential 
solution is the nil-by-mouth approach and the use of 
parenteral nutrition. The goal is to allow the thoracic 
duct leak to heal while preventing malnutrition, for a 
period of 2–4 weeks. While on fat-modified diets, one 
must take into consideration the potential essential fatty 
acid deficiency that results when there is insufficient 
dietary intake of linoleic acid and alpha-linolenic acid 
from restricted dietary fat consumption. This is because 
the human body is unable to synthesize linoleic acid and 
alpha-linolenic acid due to the lack of enzymes that can 
introduce and nervousdouble bonds beyond the Δ9 site. 
These essential fatty acids are necessary for healthy cell 
membrane formation, cholesterol metabolism, blood 
clotting, as well as proper brain and nervous system 
development. To prevent this, 2-4% of total calories 
should arise from linoleic acid and 0.2-1% from alpha-
linolenic acid [33,36,37].

Another conservative way to reduce the produc-
tion of chyle is via the administration of somatostatin 
analogues (SSAs) like octreotide, or α-adrenergic ago-
nists such as midodrine. Both reduce the production 
of chyle by the small intestine, reducing its motility 
and the hepatic and visceral blood flow. Somatostatin 
analogues should be used when conservative dietary 
measures fail [36,38].

Regarding invasive therapeutic choices, drainage of 
the chylous effusion with a chest tube (tube thoracos-
tomy) or catheter may be necessary for symptom relief 

in parallel with the pharmaceutical approach [30]. In 
cases where the conservative management fails and 
for example pleural fluid drainage continues to exceed 
1 L/d, surgical thoracic duct ligation or embolization is 
usually recommended [30].

Pseudochylothorax
Finally, a pathological entity worth mentioning is 

pseudochylothorax, which can mimic and must be dif-
ferentiated from chylothorax. It is the result of a chronic 
persistent exudative pleural effusion that gradually 
becomes enriched with cholesterol, also termed cho-
lesterol effusion (Table 3). Chronic tuberculous effusion, 
chronic pneumothorax, rheumatoid effusion, chronic 
haemothorax and incompletely drained empyema 
are among common causes of pseudochylothorax. 
These effusions have the same milky appearance as 
chylothorax but are differentiated in the pleural fluid 
analysis since they are characterized by higher levels of 
cholesterol (>200mg/dl), lower levels of triglycerides 
(<50mg/dl) and absence of chylomicrons compared 
to chylothorax [31]. Finally another tool to distinguish 
between pseudochylothorax and chylothorax, is a fluid 
to serum cholesterol ratio <1 and triglyceride ratio >1 
which is characteristic for chylothorax [39] (Figure 2).

Conclusion
When dealing with a pleural effusion, a well-struc-

tured and concise approach should always be the 
primary goal. A combination of the patient’s history, 
physical examination, clinical suspicion regarding the 
potential underlying etiology and use of POCUS to 
guide thoracocentesis is mandatory to differentiate 
exudative from transudative effusions and establish 
a therapeutic approach. Due to the diverse etiologi-
cal factors and patient characteristics associated with 
pleural effusion, individualized management strategies 
are recommended especially in cases of rare entities 
such as chylothorax and pseudochylothorax where 

Table 3. Chylothorax and pseudochylothorax differences.

Characteristics Chylothorax Pseudochylothorax

Appearance Milky Milky

Triglycerides >110mg/dl <50mg/dl

Cholesterol <200mg/dl >200mg/dl

Chylomicrons Present Absent


