
114 © 2018 Annals of Thoracic Medicine | Published by Wolters Kluwer ‑ Medknow 

Chylothorax after endoscopic 
ultrasound with fine‑needle aspiration 
causing migrating appearance of a 
solitary fibrous tumor of the pleura
Francesco Mongelli, Maurice FitzGerald, Stefano Cafarotti, Rolf Inderbitzi

Abstract:
Trans‑esophageal endoscopic ultrasound with fine‑needle aspiration (EUS‑FNA) is widely used to 
assess mediastinal masses. Common complications are self-limiting bleeding or pain, but occasionally, 
more serious accidents have been reported. A 54-year-old woman with a huge mass located in the 
left middle mediastinum presented 2 days after an EUS-FNA with dyspnea and chest pain. Computed 
tomography scan showed a massive left pleural effusion. A chest tube was inserted revealing a 
chylothorax (1800 ml). Over the following days, the pleural effusion did not diminish, requiring a left 
mini‑thoracotomy. Intraoperative findings showed a pedunculated mass arising from the upper lobe. 
A wedge resection and a ligation of a large lymphatic vessel were performed. Postoperative course 
was regular. Histology showed a solitary fibrous tumor of the pleura. To our knowledge, the case we 
describe is the first reported chylothorax after EUS‑FNA. Despite the demonstrated safety, particular 
care is mandatory in case of large, vascular, and heterogeneous masses.
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Trans-esophageal endoscopic ultrasound 
with fine‑needle aspiration (EUS‑FNA) 

is widely used for the diagnosis and staging 
of mediastinal masses. It is a minimally 
invasive procedure which is effective 
and generally safe.[1] The vast majority of 
complications are ascribed to self-limiting 
bleeding or pain, but occasionally, more 
serious accidents have been reported.[2] We 
describe a case of a massive left chylothorax, 
which occurred following EUS-FNA of a 
suspected mediastinal mass.

Case Report

A 54-year-old woman was incidentally found 
to have a 63 mm × 57 mm × 46 mm mass located 
in the left middle mediastinum [Figure 1], 
adjacent to the trachea and esophagus. 
As a collateral finding, she was found to 

have a right aortic arch; until now, she is 
asymptomatic. An EUS-FNA was performed 
in order to obtain a histological diagnosis 
[Figures 2 and 3]. Two days later, the patient 
presented to the emergency department 
with dyspnea and chest pain. Chest X-ray 
followed by computed tomography (CT) 
scan showed the presence of a massive 
left pleural effusion [Figure 4]. A chest 
tube was inserted, putting in evidence 
the presence of a chylothorax (1800 ml). 
Thereafter, following 3 days of a fat-free 
diet and intravenous antibiotics, pleural 
effusion did not diminish, requiring a left 
mini‑thoracotomy. Intraoperative findings 
showed a pedunculated mass arising 
from the visceral pleura of the upper 
lobe. A wedge resection and ligation of a 
large lymphatic vessel located in the left 
mediastinal fat pad were performed. The 
patient recovered completely within 4 days 
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and was discharged. Histology showed the presence of 
“spindle cells” with a low cellularity and low mitotic rate, 
in keeping with a diagnosis of a solitary fibrous tumor 
of the pleura.

Discussion

To our knowledge, the case we describe is the first 
reported chylothorax after EUS-FNA. The large pleural 
effusion following EUS-FNA initially forced us to 
consider the presence of a hemothorax which is possible, 
following biopsies of vascularized masses.

EUS-FNA is a minimally invasive technique demonstrated 
to be accurate in obtaining reliable samples for 
diagnoses and is considered the gold standard and the 
first‑line investigation for staging of lung cancer. These 
procedures are not only safe but also cost-effective.[3] 
However, serious complications after EUS-FNA have 

been described, such as mediastinitis, pneumonia, 
pericarditis, cyst infection, and sepsis.[4] Ceuterick et al. 
reported two cases of esophageal rupture.[5]

The aim of this case report is to highlight a rare serious 
complication after a routine procedure. Solitary fibrous 
tumors of the pleura arise from the pleural surface, 
attached by a broad base or with a small pedicle. 
CT findings typically demonstrate homogeneous, 
well‑defined, and noninvasive masses, usually adjacent 
to the chest wall. However, when located near the 
mediastinum, it can be indistinguishable from other 
mediastinal neoplasms. The onset of the effusion 
probably caused a partial compression of the lung and 
changed the radiological appearance of the tumor which 
seemed to have a migrating behavior.

Moreover, the presence of the right aortic arch anatomical 
variant may have created the condition for the onset of 
the chylothorax, due to a hypothetical distortion of 

Figure 2: Endoscopic ultrasound images showing the aorta (A), the 
inhomogeneous appearance of the tumor (T)

Figure 3: Endoscopic ultrasound-guided-fine-needle aspiration images showing 
the aorta (A), the inhomogeneous appearance of the tumor (T), and the needle for 

biopsies (F)

Figure 1: Magnetic resonance imaging showing the mass located in the left middle 
mediastinum

Figure 4: Computed tomography multiplanar reconstruction showing a massive left 
pleural effusion
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the normal lymphatic network. The fat-free diet was 
ineffective after 3 days, and due to the suspicion of a 
large lymphatic vessel injury, a surgical intervention was 
indicated. The intraoperative findings were favorable for 
a diagnostic and potentially curative surgical resection 
of the mass without the need for surgical biopsy.

We can conclude that, despite the demonstrated safety 
of the EUS-FNA, particular care is mandatory in the case 
of large, vascular, and heterogeneous masses with the 
necessity of meticulous attention, when the anatomy 
and their relationship with the neighboring organs is 
not clear.
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