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seudochylothorax, which is also termed as chyliform pleural effusi-
on or cholesterol pleural effusion is an entity that develops as a result
of increase in the amount of cholesterol in fluids with long-standing

exudative characteristics and resembles to chylothorax.1 It is generally ob-
served in pleural effusions lasting more than five years.2 Up to 1999, a total
of 29 publications and 172 case reports regarding pseudochylothorax which
is a rare form of pleural effusions have been cited in the literature.3 The
most common causes of pseudochylothorax are tuberculous pleurisy, chro-

Pseudochylothorax Secondary to
Rheumatoid Arthritis: Case Report

AABBSS  TTRRAACCTT  A 61-year-old women was referred to our clinic because of bilateral pleural fluid in her
chest X-ray. Her history revealed that swelling and stiffness in her joints was diagnosed as rheuma-
toid arthritis five years ago. On admission, the patient had no complaints, appeared well, and her
vital signs were normal. Lung examination revealed that breath sounds were diminished in both
lung bases. We did thoracentesis which yielded a milky-odorless fluid. Biochemical characteristics
of the fluid was consistent with exuda; trigliseride: 20 mg/dl, cholesterol: 286 mg/dl. Direct smear
and culture for acid fast bacilli were negative. Thoracic computerized tomography scans revealed
bilateral pleural fluid, volume loss of the left lung with ipsilateral shifting of mediastinum. Ac-
cording to clinicoradiological and laboratory findings, we concluded that pseudochylothorax was
the result of chronic rheumatoid pleurisy. Since pseudochylothorax is an uncommon entity de-
tected during the analyses of pleural fluids, we intended to present our rarely seen case with
pseudochylothorax.
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ÖÖZZEETT  Altmış bir yaşında bayan hasta, akciğer grafisinde bilateral plevral efüzyon nedeniyle
kliniğimize yönlendirilmiş. Özgeçmişinde; beş yıl önce eklemlerinde şişlik-tutukluk şikayeti olmuş,
romatoid artrit tanısı konulmuş. Kliniğimize başvurusunda yakınması yoktu, fizik muayenesinde
genel durumu iyi, vital bulguları stabildi. Bilateral akciğer bazallerinde solunum sesleri hafif
azalmıştı. Torasentezle alınan mayi sütsü görünümde, kokusuz, biyokimyasal incelemesi eksüda
karakterinde, trigliserid: 20 mg/dl, kolesterol: 286 mg/dl idi. Sıvının asit rezistan bakteri teksif ve
kültür incelemesi negatifti. Bilgisayarlı toraks tomografisinde bilateral plevral efüzyon, sol akciğerde
volüm kaybı, kalp ve mediastende sola deviasyon tespit edildi. Mevcut klinik-laboratuvar ve
radyolojik bulgularla kronik romatoid plöreziye bağlı psödoşilotoraks kabul edildi. Psödoşilotoraks
plevra sıvıları içinde nadir görüldüğünden olgu sunulmuştur.
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nic rhe u ma to id ple u risy and the ra pe u tic pne u mot -
ho rax.3-5 In this ca se re port, we pre sent a pa ti ent
who de ve lo perd pse u doch ylot ho rax se con dary to
rhe u ma to id art hri tis (RA).

CA SE RE PORT
A 61-ye ar-old wo man was re fer red to our cli nic be-
ca u se of bi la te ral ple u ral ef fu si on de tec ted ra di o lo -
gi cally. Fi ve ye ars ago she was di ag no sed with RA
in the De part ment of Rhe u ma to logy af ter comp la -
ints of swel ling and stiff ness in her jo ints, and then
pred ni so lo ne and lef lu no mi de we re gi ven. Fi ve
months ago, she had un der go ne chest tu be tho ra -
cos tomy in the De part ment of Tho ra cic Sur gery. 

Sin ce me di cal his tory in di ca ted pre sen ce of
ple u ral ef fu si on at that ti me, her me di cal re cords
we re re qu es ted from the me di cal cen ter con cer ned,
and they we re exa mi ned. Her fi be rop tic bronc hos -
copy was re por ted to be nor mal, whi le her his to -
pat ho logy re port in di ca ted “chro nic non-spe ci fic
ple u ri ti s”. Se rum and ple u ral flu id RF le vels we re
re por ted as 73.2 IU/ml (N: 0-20 IU/ml) and 316
IU/ml, res pec ti vely. At the ti me of di ag no sis, on
pla in chest X-ray (Fi gu re 1) ple u ral ef fu si on was se -
en on the left, and on tho ra cic com pu te ri zed to-
mog raphy (CT) the re we re no du les in the
pa rench yma of both lungs and ple u ral ef fu si on on
the left si de. When se ri al X-rays ta ken du ring ra di-
o lo gic con trols we re exa mi ned, bi la te ral ef fu si ons
we re se en star ting af ter the first ye ar of di ag no sis.
In the me di cal cen ter con cer ned, ple u ral ef fu si on
was re por ted to be se con dary to RA, and ma in te -
nan ce of her tre at ment was re com men ded. 

On her re fer ral to our cli nics, she had no com-
p la ints and she was un der RA the rapy. Her ge ne ral
he alth sta tus was go od with stab le vi tal signs. Res-
pi ra tory so unds we re slightly di mi nis hed bi la te -
rally at lung ba ses. Tho ra cen te sis of the left lung
yi el ded a milky- odo ur less flu id with exu da ti ve
cha rac te ris tics. Bi oc he mi cal exa mi na ti on re ve a led
fol lo wing: trigl yce ri de: 20 mg/dl (N:30-150 mg/dL),
cho les te rol : 286 mg/dl (N:1-200 mg/dL), cho les te -
rol/trigl yce ri de ra ti o: 11.3, HDL: 77 mg/dl (N:32-
65), glu co se: 6 mg/dl, to tal pro te in 7.59 g/dl,
den sity: 1010. Tests for acid-fast ba cil li and an ti bi -
og rams yi el ded ne ga ti ve re sults. Re sults of ro u ti ne

tests, WBC, bi oc he mi cal analy ses, se di men ta ti on
ra te (10 mm/hr [N: 9-20 mm/hr]) and C-re ac ti ve
pro te in le vels (3.19 mg/L [N:0-5 mg/L]) we re wit -
hin nor mal li mits. Pul mo nary Func ti on Test va lu -
es, FEV1: (2.14 [87.6%]), FVC: (3.00 [104.4%]),
FEV1/FVC ra ti o (71.42), we re wit hin physi o lo gic
li mits. The pa ti ent had bi la te ral ple u ral ef fu si ons
on pos te ro an te ri or chest X-ray (Fi gu re 2). Her tho-
ra cal CT re ve a led bi la te ral ple u ral ef fu si ons (Fi gu -
re 3) mo re pro mi nent on the right si de, ple u ral
con so li da ti on, vo lu me loss on the left si de, shift of
the he art and me di as ti num to wards left, and mil li -
met ric no du les lo ca li zed in the pa rench yma and

FIGURE 1: Posteroanterior chest X-ray shows pleural effusion in the left
hemitorax.

FIGURE 2: Posteroanterior chest X-ray demonstrates bilateral pleural effu-
sions.
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subp le u ral spa ce of both lungs (Fi gu re 4). The pa ti -
ent was di ag no sed with pse u doch ylot ho rax se con -
dary to chro nic rhe u ma to id ple u risy in the light of
ava i lab le cli ni cal, la bo ra tory and ra di o lo gi cal fin d-
ings, and we did not per form any in ter ven ti ons du -
e to lack of any res pi ra tory comp la ints.

DIS CUS SI ON
Pse u doch ylot ho rax is a ra rely se en form of ple u ral
ef fu si ons.2,3 Pse u doch ylot ho rax de ve lops as a re-
sult of in cre a se in the amo unt of cho les te rol in flu-
ids with long-stan ding exu da ti ve cha rac te ris tics
and re semb les chylot ho rax. Alt ho ugh its pat ho ge -

ne sis is not fully known, it is ac cep ted that the ab-
sorp ti on pro cess of li pids synthe ti zed in ple u ral tis-
su e is pre ven ted be ca u se of thic ke ned ple u ra
re sul ting in ac cu mu la ti on of flu id in si de ple u ral
ca vity.1 The ori gin of li pids and cho les te rol in ple -
u ral flu id is not comp le tely elu ci da ted. It is tho -
ught to ori gi na te from de ge ne ra ted eryt hrocy tes
or le u kocy tes.6 Hyperc ho les te ro le mi a or any di sor-
der in cho les te rol me ta bo lism is not a pre dis po sing
fac tor.5

Pse u doch ylot ho rax is se en in chro nic ple u ral
ef fu si ons with a me an la tent pe ri od of fi ve ye ars
and a ti me in ter val of 11-15 ye ars.7 In all di sor ders
that le ad to ple u ral con so li da ti on and fib ro sis, pse -
u doch ylot ho rax can de ve lop, ho we ver the most
fre qu ently en co un te red thre e eti o lo gi es are tu ber -
cu lo sis, RA and the ra pe u tic pne u mot ho rax.1 Ot her
ca u ses of pse u doch ylot ho rax inc lu de he mot ho rax,
ma lig nancy, syphi lis, al co ho lism, di a be tes, pa ra go -
ni mi a sis, un der tre a ted emp ye ma, lung can cer, hy-
da tid cyst, Hodg kin di se a se, he art fa i lu re and
nep hro tic syndro me. It can be al so idi o pat hic.1,4,5

Our ca se was di ag no sed with RA fi ve ye ars ago, and
the pre sen ce of ple u ral ef fu si on sin ce that ti me was
ve ri fi ed.

In a pa ti ent with ple u ral ef fu si on, the dif fe -
ren ti al di ag no sis of clo udy or milky flu id as pi ra ted
thro ugh tho ra cen te sis inc lu des emp ye ma, chylot -
ho rax and pse u doch ylot ho rax. In emp ye ma to us
flu ids, le u cocy tes gi ve the flu id a clo udy ap pe a ran -
ce, and af ter cen tri fu ga ti on or wa i ting, whi le cells
pre ci pi ta te at the bot tom. If tur bi dity per sists af ter
cen tri fu ga ti on, a dif fe ren ti al di ag no sis bet we en
chylot ho rax and pse u doch ylot ho rax sho uld be ma -
de thro ugh analy ses of the ple u ral flu id. In pse u -
doch ylot ho rax the den sity of the flu id is un der
1010, whi le trigl yce ri de le vels are un der 200
mg/dL.1 The le vels of trigl yce ri des can be so me ti -
mes ele va ted, ho we ver cho les te rol/trigl yce ri de ra -
ti o sho uld be al ways abo ve 1. The flu id has
exu da ti ve cha rac te ris tics, with a pro te in con cen -
tra ti on of 4-7 g/dl, glu co se le vels < 60 mg/dL and
pH < 7.20. On mic ro bi o lo gi cal exa mi na ti on ne ut -
rop hils are do mi nant cell types.7 Sin ce ple u ral bi -
opsy has a lo wer di ag nos tic va lu e in pre dic ting
eti o logy, it sho uld not be con si de red in the first pla -

FIGURE 3: Postcontrast computed tomography demonstrates bilateral pleu-
ral effusions more prominent in the right hemitorax  and high attenuation val-
ues in the atelectatic lower lobes. Pleural thickening and enhancement are
present in the left lower lobe.

FIGURE 4: Computed tomography shows a milimetric peripheral nodule in
anterior segment of the right upper lobe.



ce.8 Re sults of the bi oc he mi cal analy sis of the ple -
u ral flu id of our ca se we re comp le tely in ac cor dan -
ce with the di ag no sis of pse u doch ylot ho rax. All
mic ro bi o lo gi cal test re sults we re ne ga ti ve for tu-
ber cu lo sis. 

In ca ses with es tab lis hed di ag no ses of pse u -
doch ylot ho rax, tho ra cal CT sho uld be re qu es ted for
de ta i led exa mi na ti on of ple u ra. Thic ke ned and cal-
ci fi ed ple u ral mem bra nes, and lo cu la ted ple u ral ef-
fu si on are se en. Usu ally uni la te ral ple u ral ef fu si on
is se en, ho we ver ca ses with bi la te ral ef fu si on ha ve
be en al so re por ted.7 Tho rax CT of our ca se re ve a led
bi la te ral ple u ral ef fu si ons. Fin dings in di ca ting a
chro nic pro cess we re al so ob ser ved which inc lu ded
vo lu met ric loss of the left lung, left ward shif ting of
he art and me di as ti num, and ple u ral thic ke ning.
Mil li met ric no du les we re de tec ted lo ca li zed in pa -
rench yma and subp le u ral spa ce.

Usu ally scar ce-mo de ra te amo unts of ple u ral
flu id is de tec ted in ca ses with pse u doch ylot ho rax.
Cli ni cally most of the pa ti ents are asym pto ma tic.8

This en tity do es not re qu i re tre at ment be ca u se of

its be nign co ur se. Ho we ver the pre sen ce of lar ge
amo unts of flu id re sul ting in symptoms ne ces si ta te
the ra pe u tic tho ra cen te sis. In sympto ma tic pa ti ents,
if the un derl ying lung tis su e is tho ught to be func-
ti o nal, de cor ti ca ti on can be per for med to ac hi e ve
mar ked im pro ve ment in res pi ra tory func ti ons.9

Pse u doch ylot ho rax can re sult in comp li ca ti ons
such as res pi ra tory fa i lu re, re ac ti va ti on of tu ber cu -
lo sis, nons pe ci fic in fec ti ons, fun gal in fec ti ons (es-
pe ci ally as per gil lus), bronc hop le u ral and/or
ple u ro cu ta ne o us fis tu las.10 We did not per form ad-
di ti o nal in ter ven ti on on our ca se du e to lack of any
res pi ra tory comp la ints and nor mal pul mo nary
func ti ons. 

As a conc lu si on, when a clo udy or milky flu id
is as pi ra ted thro ugh tho ra cen te sis, emp ye ma, chy-
lot ho rax and pse u doch ylot ho rax sho uld be con si -
de red in the dif fe ren ti al di ag no sis and the le vels of
cho les te rol and trigl yce ri de sho uld be me a su red.
Sin ce pse u doch ylot ho rax is a ra rely se en type of
ple u ral ef fu si on, a ca se with this pat ho logy has be -
en pre sen ted.
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