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Bilateral chylothorax in an AIDS patient 
with newly diagnosed Kaposi sarcoma

Kaposi sarcoma is an angioproliferative tumor 
that is associated with human herpes virus-8 
(HHV-8). Mucocutaneous disease is the 

most common site for manifestation of AIDS-
related Kaposi sarcoma, commonly affecting the 
lower extremities, oral mucosa, face, and genitalia. 
Pleural effusions can occur in 36%-60% of patients 
with Kaposi sarcoma, and it has been documented 
that chylothorax is a rare, but plausible presenta-
tion in patients with Kaposi sarcoma.1 We present 
here a case of bilateral chylothorax in a patient with 
AIDS-related Kaposi sarcoma.

Case presentation and summary
A 52-year-old MSM male with AIDS (CD4, <20 
mm3; viral load, 58 copies/ml) presented to the 
emergency department with complaints of short-
ness of breath, productive cough, and diarrhea for 
2 days prior to presentation. His medical history 
also included chronic obstructive pulmonary dis-
ease, coronary artery disease, and hyperlipidemia. 
The patient was not on HAART because of his his-
tory of noncompliance. The results of a chest X-ray 
and computed-tomography (CT) scan showed 
that the patient had bilateral pleural effusion and 
a spiculated 14-mm nodule in the left upper lobe. 
The patient underwent ultrasound-guided place-
ment of a 12-French left-sided chest catheter, and a 
milky white fluid was aspirated from the left pleural 
space. Laboratory analysis of the pleural fluid con-
firmed an exudate with an elevated triglyceride level 
of 120 mg/dL (chylous, >110 mg/dL) indicating 
chylothorax. 

On close physical examination, the patient was 
found to have multiple irregular plaques on the back 
and lower extremities. As described by dermatology, 
there was a violaceous indurated plaque on the left 
axillae, violaceous indurated plaques with superfi-
cial scale grouped on the left midlateral back, and 

hyperpigmented lichenified plaques and papules on 
bilateral shins, with some with plate-like scale. Two 
punch biopsies were taken of the skin lesions, which 
confirmed Kaposi sarcoma, plaque stage from the 
lesion biopsied on the back, and patch stage from 
the lesion biopsied in the left axilla. Cytology of the 
pleural fluid was negative for malignant cells. On 
review by the radiologist of the CT scan of the chest, 
there was no indication of gross distention of the 
thoracic duct. Treatment options were offered to the 
patient, and the patient was considering options for 
chemotherapy and home hospice given his advanced 
disease state at the time of discharge.

Discussion
Chylothorax occurs with a thoracic duct obstruc-
tion, which results in leakage of lymphatic fluid 
into the pleural cavity. The two leading causes of 
chylothorax are trauma and malignancy, with lym-
phoma being the most common cause of chylotho-
rax among those with malignancy.2 Chylothorax, 
however, is a rare but documented complication of 
Kaposi sarcoma. Marais and colleagues reported 
the case of a 3-year-old HIV-positive patient with 
newly diagnosed Kaposi sarcoma who was found to 
have tumor infiltration in the thoracic duct leading 
to bilateral chylothorax.3 Maradona and colleagues 
described a 40-year-old man with AIDS-related 
Kaposi sarcoma who was found to have pleural 
and pericardial Kaposi sarcoma with chylotho-
rax.4 Priest and colleagues wrote about a 32-year-
old patient with AIDS with biopsy-proven Kaposi 
sarcoma who required multiple therapeutic tho-
racenteses for rapidly recurrent left chylothorax 
effusions.5

There are two leading discussions as to the patho-
physiology of chylothorax that is related to Kaposi 
sarcoma: chylothorax developing secondary to met-
astatic disease or the development of chylotho-
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rax secondary to primary Kaposi sarcoma arising from 
the pleural region.6 One case report examined pleural 
and lung biopsies in a 34-year-old patient with AIDS-
related Kaposi sarcoma that showed immunohistochemi-
cal staining that was suggestive of early-stage Kaposi sar-
coma of lymphatic endothelial origin. The authors were 

FIGURE 1 Chest X-ray showing bilateral pleural effusion blunt-
ing the costophrenic angles.

FIGURE 2 A helical computed-tomography scan of the chest showed bilat-
eral pleural effusion.

attempting to illustrate that Kaposi sarcoma may have a 
stem-cell origin which can differentiate into lymph cells. 
Kontantinopoulos and colleagues postulated that in situ 
Kaposi sarcoma can arise from the lymphatic system with 
a resultant clinical presentation of chylothorax.7 The more 
mainstream thought however, is that chylothorax has been 
found to develop secondary to metastatic disease. The pres-
ent case, therefore, illustrates an unusual presentation of 
cytology negative chylothorax in a patient with AIDS-
related Kaposi sarcoma.
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